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Rheumatic  Heart  Disease  in  Hawaii 


S.  E.  Doolittle,  m.  d.  and  1.  L.  Tilden,  m.d. 
Honolulu 


The  following  case  of  severe  rheumatic  fever 
with  fatal  carditis  is  presented  because  its  oc- 
curence is  so  unusual  in  Honolulu  that  the  ob- 
vious diagnosis  was  believed  to  be  the  least  likely 
one  until  it  was  proven  by  postmortem  examina- 
tion. Previously  the  question  has  been  raised  as 
to  whether  or  not  typical  rheumatic  fever  actually 
exists  in  this  community.  Several  pathologists 
here  who  have  studied  a considerable  amount  of 
postmortem  material  have  never  seen  typical 
Aschoff  bodies,  though  the  characteristic  end- 
results  of  rheumatic  disease  of  the  endocardium 
have  been  seen  in  a number  of  instances.  The 
clinical  manifestations  of  acute,  subacute  and 
chronic  rheumatic  disease  of  the  joints,  heart,  and 
central  nervous  system  are  observed  by  physicians 
in  this  community,  but  they  are  relatively  in- 
frequent and  usually  mild.  Statistics  of  its  in- 
cidence, as  revealed  by  a study  of  hospital  ad- 
missions and  of  autopsy  findings,  will  therefore 
be  presented,  as  well  as  data  obtained  from  the 
Bureau  of  Vital  Statistics  regarding  rheumatic 
fever  as  a cause  of  death  in  the  Territory. 

Case  Report 

V.  D.,  a 16  year  old  Portuguese  girl  was  admit- 
ted to  Queen’s  Hospital  January  1,  1941  and  died 
January  24,  1941.  The  patient  had  never  been 
out  of  the  Territory  and  had  spent  most  of  her 
life  on  the  Island  of  Maui. 

She  had  a history  of  recurring  attacks  of 
“flu,”  coming  nearly  every  year  and  characterized 
by  fever,  “stiffness”  and  soreness,  chiefly  of  the 
extremities.  In  August  1939  she  developed 
osteomyelitis  of  the  left  femur.  This  was  treated 
surgically  and  drainage  continued  until  June 
1940.  It  then  closed  spontaneously  and  remained 
healed  until  October,  when  inflammation  and 
drainage  recurred.  On  October  24,  1940,  Dr. 
Craig  operated  on  the  left  leg,  opening  the  sinus 
tracts  down  to  the  lower  half  of  the  femur  and 
removing  a sequestrum.  It  was  stated  that  a 
mitral  murmur  was  found  at  the  time  of  this  hos- 
pitalization. 

On  December  28,  1940,  just  three  davs  before 

Rt.nl  ltefnro  the  Fifty-First  Annual  Meetinp  of  the  Hawaii  Ter- 
ritorial Medical  Association.  May  2,  1941. 


admission  to  Queen’s  Hospital,  the  patient  de- 
veloped fever,  associated  with  pain  in  several 
joints.  The  right  knee,  dorsum  and  toes  of  the 
right  foot,  and  the  right  wrist  were  chiefly  af- 
fected. No  marked  swelling  or  redness  was  pres- 
ent but  there  was  considerable  pain  upon  motion. 
A slight  non-productive  cough  and  sharp  pain  in 
the  right  chest  developed  a short  time  later. 

The  patient  was  admitted  to  the  hospital  quite 
apprehensive  about  the  pain  in  the  chest  and  suf- 
fering acutely  from  the  joint  pains.  Her  tempera- 
ture on  admission  was  100.8F,  pulse  120,  and 
respirations  24.  The  significant  findings  on  ad- 
mission were  chronic  hypertrophic  tonsillitis,  a 
systolic  apical  murmur;  stiffness,  tenderness,  and 
pain  on  motion  of  the  right  wrist,  right  knee,  and 
dorsum  of  the  right  foot  and  the  toes.  Three  days 
after  admission  the  patient  was  complaining  of 
non-productive  paroxysmal  cough,  pain  in  the 
right  side  of  the  chest,  and  some  precordial 
pressure  discomfort.  The  temperature  was 
irregular,  having  risen  once  as  high  as  103.6, 
with  a pulse  of  130.  There  now  was  found  some 
dulness  over  the  lower  lobe  of  the  right  lung 
posteriorly,  with  bilateral  basal  rales,  most  nu- 
merous on  the  right  side.  X-ray  did  not  reveal  a 
characteristic  pleural  effusion  or  pneumonia  but 
suggested  pulmonary  congestion  or  pneumonitis. 
The  heart  appeared  to  be  slightly  enlarged,  with 
mitral  configuration.  There  was  a systolic  apical 
murmur  with  an  accentuated  pulmonic  second 
sound.  The  hemoglobin  was  1 1 grams  and  red 
blood  cells  3,810,000,  white  blood  cells  22,000, 
with  83  percent  polymorphonuclears,  15  percent 
lymphocytes  and  1 percent  eosinophiles.  Though 
a diagnosis  of  acute  rheumatic  fever  with  pleurisy 
was  suggested,  the  rather  rapid  course,  apparent 
severity  of  the  illness,  the  high  leukocytosis  and 
moderate  secondary  anemia,  with  associated  heart 
and  lung  findings,  seemed  to  suggest  more 
strongly  subacute  bacterial  endocarditis. 

During  the  next  few  days  the  temperature 
showed  an  average  fluctuation  between  100  and 
102.4;  the  pulse  was  between  100  and  120  and 
respirations  varied  between  18  and  28.  Migrating 
pain  in  the  joints  continued,  with  involvement  of 
hands,  feet,  left  hip  and  shoulders,  as  well  as  the 
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joints  previously  mentioned.  There  was  non-pro- 
ductive cough,  pain  along  the  costal  margin  of 
the  right  chest  and  over  the  precordium,  and  at 
times  discomfort  on  swallowing  solid  foods. 
Leukocytosis  persisted  (about  20,000).  The 
hemoglobin  and  erythrocyte  count  did  not  change 
and  two  blood  cultures  were  negative.  L’rine 
showed  a trace  of  albumin  but  no  casts  or  cells 
and  no  red  blood  cells  appeared  in  subsequent 
frequent  examinations. 

By  the  end  of  the  first  week  abnormal  chest 
findings — dulness,  bronchial  breath  sounds  and 
rales — became  more  prominent  in  the  left  chest, 
and  it  was  suggested  that  the  lesion  was  essen- 
tially a pneumonic  one.  Sulfathiazole  and  then 
sulfapyridine  were  administered  in  moderate 
doses  without  particular  effect  upon  the  febrile 
course.  Symptoms  continued  unabated ; indeed, 
they  apparently  were  increased  by  the  toxic 
symptoms  of  vomiting  and  prostration  from  the 
drug.  Cough  was  severe  and  paroxysmal,  and 
sputum  was  at  times  blood-streaked.  There  was 
marked  pain  with  associated  tachycardia  and 
dyspnea.  Slight  cyanosis  developed  and  oxygen 
was  administered  by  nasal  catheter.  Temperature 
fluctuated  between  100  and  103  usually,  the 
pulse  varied  between  100  and  140,  and  respira- 
tions were  increased,  between  28  and  40. 

Seventeen  days  after  admission  a loud,  to-and- 
fro  friction  sound  was  heard  over  the  entire  pre- 
cordium. This  persisted  to  the  end.  The  liver  was 
enlarging  and  tender,  but  the  spleen  was  not  pal- 
pable. Physical  and  X-ray  signs  now  showed  ap- 
parent increase  in  the  heart  shadow  and  bilateral 
pleural  effusion.  It  was  decided  to  aspirate  the 
chest  the  day  before  death,  but  this  was  postponed 
because  of  the  patient’s  apprehension.  The  patient 
died  suddenly  at  about  4:30  A.M.  on  January  24, 
1941.  A tap  was  made  postmortem.  Straw-colored 
fluid  was  obtained  from  both  pleural  spaces  and 
serosanguinous  fluid  from  the  pericardial  sac. 
Smears  and  culture  of  this  fluid  showed  no  or- 
ganisms. Three  blood  cultures,  taken  during  life, 
remained  sterile  up  to  four  weeks. 

Commenting  on  the  case  a few  days  before  the 
death  of  the  patient,  one  of  us  said,  “In  Chicago 
we  would  diagnose  this  case  as  acute  rheumatic 
carditis."  Here,  where  such  an  acute,  severe  in- 
fection is  practically  unknown,  we  believed  that, 
in  spite  of  negative  blood  cultures,  the  case  was 
one  of  subacute  bacterial  endocarditis  superim- 
posed upon  an  old  rheumatic  endocarditis. 

An  autopsy  was  done  four  hours  following 
death.  Both  pleural  cavities  contained  clear, 
straw-colored  fluid,  and  marked  atelectasis  of 
both  lower  pulmonary  lobes  was  observed.  There 


was  no  gross  evidence  of  consolidation  although 
marked  edema  was  present. 

The  heart  was  greatly  enlarged,  the  left  ven- 
tricle measuring  over  2 cm.  in  thickness  and  the 
right  over  1 cm.  The  mitral  valve  was  contracted 
and  presented  a row  of  discrete  and  confluent 
bead-like  vegetations  near  tbe  free  margin  with 
shortening  of  the  chordae  tendineae.  The  aortic 
valve  presented  moderate  sclerosis  of  the  valve 
cusps  but  no  vegetations.  The  tricuspid  and  pul- 
monary valves  were  normal  in  appearance. 

The  liver  was  larger  than  average  and  in  most 
areas  presented  the  “nutmeg”  appearance  of 
chronic  passive  congestion.  The  other  organs 
showed  nothing  remarkable. 

Miscroscopic  examination  revealed  the  typical 
findings  associated  with  rheumatic  pancarditis. 
The  pericardial  surface  was  covered  by  a thick 
layer  of  fibrin  in  which  leukocytes  of  all  kinds 
were  suspended.  Throughout  the  myocardium  of 
both  the  right  and  left  ventricles  were  numerous 
round  to  oval  sub-miliary  nodules,  the  Aschoff 
bodies.  Under  low  magnification  these  appeared 
as  dark  streaks  usually  arranged  near  blood  vessels 
but  not  peri-vascular  in  the  strict  sense  of  the 
word  (fig.  1).  Under  higher  magnification  the 
structure  of  the  Aschoff  body  was  well  portrayed 
(figs.  2,  3 & 4).  The  center  consisted  of  amor- 
phous, hyali’n-appearing  debris  with  numerous 
large  endothelial-like  cells,  often  bi nucleated,  ar- 
ranged at  the  periphery.  These  resembled  the 
giant  cells  of  Hodgkins  disease,  the  Sternberg- 
Reed  cells,  rather  than  the  Langhans  giant  cells 
of  tuberculosis.  Lymphocytes  were  present  in 
varying  numbers  and  occasional  polynuclear 
cells  could  be  seen.  The  mitral  valve  was  thicken- 
ed and  sclerosed  and  was  the  seat  of  marked 


Fig.  1.  Left  ventricle.  The  Aschoff  bodies  appear  as  oval 
streaks,  often  in  relation  to  me  blood  vessels.  Low  power. 
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Fig.  2.  Aschoff  body.  The  oval  appearance  of  the  lesion  and 
the  large  bi-nucleated  Aschoff  cells  are  demonstrated.  Medium 
power. 
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Fig.  3.  High  power  view  of  Aschoff  body  showing  center 
composed  of  broken  down  collagen  and  muscle,  with  Aschoff 
cells  and  lymphocytes  at  the  periphery. 


fibroblastic  proliferation  with  areas  of  hyaliniza- 
tion  (fig.  5).  Several  Aschoff  bodies  were  pres- 
ent at  the  base  of  the  valve. 

NO  changes  other  than  atelectasis  and  conges- 
tion were  observed  in  the  lungs,  and  the  liver, 
under  the  microscope,  showed  typical  chronic 
passive  congestion. 

Anatomic  Diagnosis 

1.  Rheumatic  pancarditis. 

a.  Fibrinous  pericarditis. 

b.  Marked  right  ventricular,  moderate  left 
ventricular  hypertrophy. 

c.  Endocarditis,  mitral  marked,  aortic  slight. 

2.  Atelectasis,  both  lower  pulmonary  lobes. 

3.  Chronic  passive  congestion  of  lungs  and  liver. 

4.  Bilateral  pleural  effusion. 

Discussion 

To  throw  further  light  upon  the  question  of 
rheumatic  fever  in  the  Territory  of  Hawaii.  792 
consecutive  Queen’s  Hospital  autopsies  were 
analyzed,  covering  the  2>/2  year  period  from 
September  1937  to  date.  There  were  19  cases  of 
endocarditis,  of  which  12  were  classified  as  rheu- 


matic, an  incidence  of  1.5  percent.  This  incidence 
is  considerably  lower  than  that  found  by  Claw- 
son (1)  at  the  University  of  Minnesota  in  a re- 
cent exhaustive  analysis  of  27,957  autopsies.  This 
author  observed  796  cases  of  rheumatic  heart 
disease  in  this  group,  an  incidence  of  3 percent. 

Of  the  12  cases  in  the  Queen's  Hospital  series, 
4 were  elderly  Caucasians  who  presumably  had 
lived  on  the  Mainland  and  had  contracted  the 
disease  there,  and  in  whom  the  scarred  mitral  and 
aortic  valves  were  incidental  findings.  The  re- 
maining 8 were  all  young  and  all  natives  of  the 
Territory,  and  most  of  them  presented  the  clas- 
sical clinical  picture  of  severe  rheumatic  carditis 
and  the  typical  gross  findings  at  autopsy.  In  none 
of  these  cases,  except  the  one  presented,  were 
Aschoff  bodies  found  in  the  myocardium.  How- 
ever, it  should  be  clearly  pointed  out  that  Aschoff 
bodies  are  found  in  only  60  percent  of  all  cases  of 
acute  rheumatic  carditis,  so  that  failure  to  find 
them  does  not  rule  out  this  diagnosis.  This  point 
was  emphasized  by  Clawson,  who  was  able  to 
demonstrate  Aschoff  bodies  in  67  percent  of  the 
acute  cases  and  in  only  5 to  10  percent  of  the  old- 
er cases  of  mitral  and  aortic  scarring.  A diffuse 
type  of  productive  inflammation  was  observed  by 
this  author  in  10  percent  of  the  cases  while  the 
remainder  showed  nothing  characteristic. 


Fig.  4.  Early  Aschoff  body,  spherical  in  shape,  showing  very 
well  the  broken  down  collagen  in  the  center  and  the  endothelioid 
cells  and  lymphocytes  at  the  periphery.  High  magnification. 


Fig.  5.  Free  margin  of  mitral  valve  showing  tremendous 
fibroblastic  proliferation. 
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Per  Cent 


Age 

Population  U.  S.  Censes 

T otal 

Deaths  '‘Rheumatism’’ 

* er  \^eni 

"Rheumatic” 

Groups 

Apr.  I,  1930 

Deaths 

Rheumatic  Endocarditis 

to  Total  Deaths 

Under  5 yrs. 

48,180 

8,627 

8 

.09% 

5 to  9 ” 

47,119 

853 

10 

1.17 

10  to  14  ” 

38,042 

607 

7 

1.15 

15  to  19  ” 

33,490 

860 

5 

.58 

20  to  24  ” 

42,767 

1,332 

2 

.15 

25  to  29  ” 

36,671 

1,404 

1 

.07 

30  to  34  ” 

27,474 

1,422 

3 

.21 

35  to  44  ” 

41,007 

3,145 

2 

.06 

4o  to  54  ” 

29,077 

4,013 

1 

.025 

55  to  64  ” 

16,769 

5,045 

5 

.10 

65  to  74  ” 

5,871 

4,263 

0 

si  & over 

1.767 

2,962 

0 

Unknown 

103 

1 

— 

Totals 

368,336 

34,533 

44 

.13% 

Disregarding  the  four  imported  cases  of  old 
mitral  and  aortic  scarring,  then,  the  incidence  of 
rheumatic  heart  disease  acquired  in  the  Territory 
in  our  Queen’s  Hospital  autopsy  series  is  ap- 
proximately one  percent,  just  one  third  that  found 
hy  Clawson  in  his  series. 

This  low  incidence  is  even  more  strikingly  il- 
lustrated hy  the  Queen’s  Hospital  admissions. 

Queen’s  Hospital  Admissions 


Year 

Number 

Rheumatic  Fever 

1936 

8,097 

12  - 1 DEATH 

1937 

8,718 

9-1 

1938 

9,409 

7-1 

1939 

10,301 

24-4 

1940 

11,808 

30-4 

48,333 

82  - 0.2% 

Mainland  Series  - 3 to  7%  Hospital  Admissions 


Of  the  deaths  recorded  in  the  Board  of  Health 
during  the  ten-year  period  1931  to  1940,  only  44 
out  of  a total  34,533  were  attributed  to  acute 
rheumatic  fever  and  rheumatic  endocarditis;  thus 
only  0.13  per  cent  of  the  total  were  classified  as 
"rheumatic  fever"  deaths. 

The  tabulation  of  these  deaths  by  age  groups  is 
presented  in  the  accompanying  table. 

The  latest  available  population  figures  by  age 
groups  are  those  of  the  1930  census,  no  estima- 
tion of  death  rate  is  therefore  possible.  The 
largest  percentage  of  "rheumatic  fever"  deaths 
occured  in  the  age  groups  5-9,  10-14  and  15-19 
years.  This  is  in  accord  with  recorded  findings 
elsewhere. 

The  ratio  of  rheumatic  fever  and  rheumatic 
endocarditis  deaths  to  the  total  cardiac  deaths  is 
much  smaller  than  we  had  anticipated,  and  small- 
er than  that  found  in  most  parts  of  the  United 
States.  For  the  years  1939  and  1940  the  total 
cardiac  deaths  were  543  and  493  respectively. 
Fach  year  there  were  only  3 deaths  from  “rheu- 
matic endocarditis."  Only  0.6  percent  or  less  of 
cardiac  deaths  were  recorded  as  of  "rheumatic" 


origin,  according  to  the  statistics  of  the  Board  of 
Health. 

Sr  M MARY  AND  CONCLUSIONS 

A case  of  fatal  rheumatic  carditis,  with  autopsy 
is  presented.  Typical  Aschoff  bodies  were  found 
in  the  myocardium. 

The  incidence  of  rheumatic  fever  in  the  Terri- 
tory of  Hawaii,  as  determined  by  a study  of  vital 
'tatistics,  hospital  admissions  and  hospital  autop- 
sies, is  extremely  low.  Cases  of  rheumatic  tever 
made  up  only  0.2  percent  of  all  admissions  to  the 
Queen’s  Hospital  during  a five  year  period,  con- 
trasted with  an  incidence  of  3 to  7 percent  of  all 
admissions  to  large  general  hospitals  on  the 
Mainland.  Only  0.13  percent  of  the  total  deaths 
in  the  Territory  during  a 10  year  period  were  at- 
tributed to  rheumatic  fever.  Rheumatic  heart 
disease  acquired  in  the  Territory  constituted  ap- 
proximately one  percent  of  792  consecutive 
Queen's  Hospital  autopsies,  as  compared  with  3 
percent  found  by  Clawson  in  an  analysis  of 
27,957  autopsies  at  the  University  of  Minnesota. 

That  the  disease  may  occur  in  Hawaii  in  its 
classical  acute  form  with  severe  and  fatal  cardiac 
involvement  is  illustrated  by  the  present  and  by 
the  other  cases  in  the  Queen’s  Hospital  autopsy 
series. 
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881  Young  Street 

Discussion  by  Dr.  Henry  Gotshalk 

For  a long  time  the  general  opinion  prevailed 
that  rheumatic  fever  was  not  present  here.  In 
1936,  at  St.  Francis  Hospital,  I had  a school  girl 
16  years  old  who  died  from  a subacute  bacterial 
endocarditis  due  to  streptococcus  viridans.  She 
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had  had  rheumatic  fever  in  1933  and  later 
developed  clinical  evidence  of  mitral  heart  disease. 
After  autopsy  Dr.  Hosoi  was  able  to  show 
Aschoff  bodies  in  the  heart  muscle. 

Many  times  unsuccessfully  1 have  attempted 
to  demonstrate  early  electrocardiographic  changes 
in  rheumatic  fever.  The  most  probable  reason  for 
failure  is  that  rheumatic  fever  here  is  usually  very 
mild.  It  is  only  on  rare  occassions  that  we  see 
such  a case  as  described  by  Drs.  Doolittle  and 
Tilden. 

Recently  Dr.  E.  F.  Bland  reviewed  f>15  cases 


of  rheumatic  fever  at  the  House  of  the  Good 
Samaritan,  Boston,  studied  from  1934  to  1939. 
The  age  range  was  from  5 to  15  years.  All  re- 
ceived protracted  bed  care  with  careful  medical 
supervision,  yet  375  or  63  percent  developed  ob- 
vious rheumatic  heart  disease. 

In  Hawaii  the  few  cases  we  see  usually  subside 
within  2 or  3 weeks  and  consequently  receive  very 
little  medical  follow-up.  Our  low  incidence  of 
mitral  heart  disease  following  rheumatic  fever 
must  therefore  be  due  to  climatic  conditions 
rather  than  to  medical  treatment. 


Poliomyelitis  in  the  Territory  of  Hawaii 

A STATISTICAL  ANALYSIS 

Richard  K.  C.  Lee,  m.d.,  dr.  p.  ii. 

Honolulu 

(ABSTRACT) 


Statistical  data  are  presented  in  this  paper  to 
show  the  distribution  of  poliomyelitis  in  the  Ter- 
ritory of  Hawaii  since  1922,  with  special  refer- 
ence to  an  outbreak  of  this  disease  during  the 
fiscal  year  1940.  Since  poliomyelitis  is  described 
as  a disease  of  the  temperate  zones,  this  informa- 
tion of  the  disease  in  a semi-tropical  climate  in- 
cluding a description  of  its  racial  distribution 
may  add  further  data  to  the  epidemiology  of 
poliomyelitis. 

Prior  to  1922  poliomyelitis  was  not  reported 
to  the  Board  of  Health.  Since  then,  400  cases 
have  been  reported.  Of  this  number,  76  were 
cases  diagnosed  long  after  the  acute  stage  of  the 
disease  and  referred  to  crippled  children  clinics 
because  of  residual  paralysis. 

Except  for  the  islands  of  Lanai  and  Niihau, 
poliomyelitis  was  reported  from  all  islands  dur- 
ing the  period  from  1930  to  1940.  During  the 
epidemic  year  of  1940  the  island  of  Hawaii  re- 
ported the  highest  rates,  Oahu  second,  and  Kauai 
the  lowest.  Poliomyelitis  is  described  as  a warm 


weather  disease  which  spares  warm  countries, 
but  it  is  a definite  public  health  problem  in  the 
Territory  of  Hawaii  even  with  our  warm  clim- 
ate. Instead  of  showing  the  seasonal  periodicity 
of  endemic  regions,  the  disease  in  the  islands 
shows  a more  even  distribution  throughout  the 

O 

year.  Epidemics  are  possible  here  just  as  in  the 
temperate  zones. 

Racial  distribution  and  the  particularly  high 
incidence  among  Caucasian  and  Hawaiian  groups 
is  emphasized  in  this  report.  The  writer  attempts 
to  explain  this  on  a basis  of  environmental  op- 
portunities and  exposure  to  sources  of  infection 
and  not  to  a lack  of  racial  immunity.  The  Cau- 
casian group  especially  has  been  exposed  to  the 
increasing  migration  from  the  mainland  to  the 
Territory  during  recent  years.  Lowest  rates  are 
experienced  among  the  Filipino,  Chinese  and  Ja- 
panese groups. 

The  youngest  child  diagnosed  with  the  dis- 
ease was  3 months  and  the  oldest  patient  was 
69  years  of  age.  During  the  period  from  1930 
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to  1940,  out  of  334  cases,  95%  were  under  21 
years  of  age.  By  sex  distribution,  62%  of  these 
cases  were  males  and  38%  females. 

In  conclusion,  poliomyelitis  will  continue  to 
be  a public  health  problem  in  the  Territory', 


partly,  at  least,  because  of  the  increasing  influx 
of  people  from  the  mainland. 

Richard  K.  C.  Lee,  M.D.,  Dr.  P.  H. 
Honolulu 


The  Sulfonamides  in  Gonorrhea 

A CLINICAL  EVALUATION 


Lieut.  Comdr.  French  R.  Moore  (m.c.)  u.  s.  navy 

(ABSTRACT) 


The  treament  of  gonorrhea  by  the  use  of  sul- 
fanilamide and  its  derivitives,  sulfapyridine  and 
sulfathiazole,  is  so  gratifying  that  it  almost  be- 
comes a pleasure  to  treat  these  cases.  It  is  in- 
deed a far  cry  from  the  days  before  1937  when 
our  veneral  wards  were  filled  with  old  recurring 
gonorrheal  cases. 

Our  experience  with  80  cases  of  gonorrheal 
infections  has  shown  that  sulfathiazole  is  a much 
more  satisfactory  drug  to  use  than  either  sul- 
fanilamide or  sulfapyridine.  The  percentage  of 
cures  has  been  higher  and  the  average  time  on 
sick  list  was  nearly  45  per  cent  less  than  with 


sulfapyridine  and  60  per  cent  less  than  with  sul- 
fanilamide. 

There  was  only  one  reaction  following  the  use 
of  sulfathiazole  as  compared  with  15  in  the  sul- 
fapyridine and  17  in  the  sulfanilamide  groups. 

Blood  counts  on  patients  receiving  sulfathia- 
zole revaled  no  changes,  while  with  sulfapyridine 
and  sulfanilamide,  frequent  blood  examinations 
are  necessary. 

No  relation  was  found  between  the  blood  con- 
centration and  the  response  made  by  the  patient 
with  either  sulfapyridine  or  sulfathiazole. 


The  Sulfonamides 


A Panel  Discussion  participated  in  by  Dr.  Nils  /'. 
Larsen,  Chairman,  Drs.  O.  Lee  Schattcnbury,  S.  li. 
Doolittle,  Edmund  1 ny,  A.  Xy-Kainsat . and  Marquis 
E.  Stevens. 

The  latest  member  of  the  sulfonamide  series, 
sulfaguanidine,  prepared  by  the  Lederle  Labora- 
tories, was  commented  on  by  Dr.  Doolittle.  It  dif- 
fers from  the  others  in  that  it  is  very  poorly 
absorbed  from  the  intestinal  tract  and  has  re- 
latively low  toxicity.  It  is  advocated  particularly 
in  the  treatment  of  bacillary  dysentery.  Dr.  Doo- 
little tried  it  in  one  case  with  apparently  good 
result.  This  was  a proven  case,  the  organism  ap- 
parently belonging  to  the  Shiga  group.  Patient 
had  painful  bloody  diarrhea  for  four  days,  symp- 
toms controlled  within  forty-eight  hours  of  in- 
stitution of  treatment  and  remained  so  there- 


after. No  toxic  symptoms  were  observed.  The 
drug  was  felt  directly  beneficial  in  shortening 
the  course  of  the  disease. 

Dr.  Doolittle  also  reported  the  use  of  sulfa- 
guanidine for  about  three  days  in  a case  of 
typhoid  fever  with  apparently  no  effect  whatso- 
ever. There  being  no  previous  report  in  the  lit- 
erature, this  incident  was  thought  worth  men- 
tioning. 

Dr.  Schattenburg  reported  the  case  of  a girl 
with  a deep  abscess  in  the  left  thigh.  Drainage 
revealed  a culture  of  staphylococcus,  infection 
persisted  after  drainage.  Adequate  doses  of  sul- 
fathiazole were  administered  without  apparent 
effect.  Check  of  blood  levels  revealed  inability 
to  concentrate  the  sulfathiazole  over  0.75.  The 
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reason  for  non-absorption  and  concentration  re- 
mains unknown. 

According  to  the  discussants  it  is  very  dif- 
ficult to  get  a high  blood  level  of  sulfathiazole, 
and  in  their  experience  blood  levels  of  3 to  6,  as 
recommended  in  the  literature,  do  not  seem  to 
lie  essential.  Dr.  Doolittle  claims  that  although 
the  literature  suggests  that  high  blood  sulfathia- 
zole levels  in  pneumonia  are  desirable,  in  his  ex- 
perience it  has  been  possible  to  cure  cases  of 
pneumonia  in  which  the  blood  level  has  never 
gone  above  1 or  1 Yz  mg.  per  100  cc. 

Dr.  Fennel  believes  the  “sulfa”  compounds 
to  be  bacteriostatic,  not  bactericidal,  giving  that 
as  the  reason  for  the  failure  of  treatment  in  the 
case  cited  by  Dr.  Schattenburg.  He  feels  that 
pneumonia  is  still  considered  best  handled  by 
anti-bodies  plus  the  “sulfa”  compounds.  Dr. 
Saunders  agrees  that  the  compounds  are  bac- 
teriostatic, and  in  his  experience,  finds  that  pa- 
tients under  treatment  for  gonorrhea,  receiving 
sulfapyridine  and  sulfathiazole  in  adequate 
doses,  after  weeks,  and  several  as  long  as  a 
month,  are  still  having  trouble. 

Dr.  Ing  believes  gonorrhea  is  very  well  con- 
trolled with  very  small  doses  of  sulfathiazole 
(2-4  Gm.  a day)  and  claims  unbelievable  cures 
with  stiff  doses  of  3-4  Gm.  at  the  outset,  later 
reduced  to  1 Gm.  every  4 hours.  He  believes 
sulfathiazole  is  the  drug  of  choice  as  far  as  gon- 
orrhea is  concerned.  He  considers  it  wise  to  keep 
patient  on  it  for  about  two  weeks.  In  response 
to  objections  that  these  may  be  false  cures.  Dr. 
Ing  reports  that  at  Palama  Settlement  they  see 
patients  three  or  four  times  and  have  them  re- 
turn in  2 or  3 weeks  for  check-up. 

Dr.  Stevens  recounted  his  experience  with  the 
local  application  of  the  sulfonamides  in  con- 
tused wounds  and  compound  fractures  of  the 
digits  which  have  healed  without  suppuration 
with  sulfanilamide  and  sulfathiazole.  Wounds 
are  treated  with  the  best  possible  surgical  toilet 
and  sulfanilamide  and  sulfathiazole  powder  are 
used  together  to  attack  any  combination  of  or- 
ganisms. It  is  sprinkled  freely  into  the  wound 
and  the  wound  closed  up  tightly. 

Burns,  especially  on  the  back  of  the  hand, 
also  seem  to  benefit  by  the  local  use  of  sulfani- 
lamide and  sulfathiazole.  By  debriding  and 
cleansing  the  wound,  then  applying  the  powder, 
a fairly  good  coagulum  is  obtained  which  does 
not  have  to  be  removed ; drainage  goes  right 
through  the  coagulum  and  into  the  dressing.  No 


toxic  effects  have  been  observed  from  such  local 
application  of  these  drugs. 

The  drugs  have  also  been  used  locally  in  other 
parts  of  the  body,  as  in  cases  of  ruptured  gas- 
tric ulcer  where  4 Gm.  of  sulfathiazole  powder 
was  applied  locally  in  the  peritoneal  cavity.  No 
peritonitis  set  in,  nor  was  there  any  sign  of  reac- 
tion or  systemic  effect  as  when  the  drug  is  taken 
orally. 

For  practical  purposes,  Dr.  Stevens  reported, 
the  powder  used  is  prepared  by  grinding  the 
tablets. 

Dr.  Ng-Kamsat  discussed  the  use  of  the  sul- 
fonamides in  meningitis.  From  almost  100% 
fatality,  the  mortality  has  been  reduced  to  54- 
55%  with  the  use  of  sulfapyridine  alone  or  in 
combination  with  serum.  The  dosage  recom- 
mended is  8-10  Gm.  in  the  first  24  hours,  in  6 
divided  doses  4 hours  apart  gradually  diminish- 
ing to  2-3  Gm.  in  24  hours.  If  the  response  in 
10  days  is  not  satisfactory,  other  means  should 
be  used. 

Dr.  Crawford  reported  a case  seen  on  the 
Island  of  Hawaii,  of  brain  abscess  treated  with 
sulfapyridine.  The  only  localizing  sign  found 
was  a little  ataxia  in  the  right  arm.  A mastoid 
operation  was  done  and  a tract  found  leading 
back  of  the  petrous  portion  of  the  temporal  bone 
into  the  cerebellum.  The  patient  was  returned  to 
his  room  and  continued  on  sulfapyridine.  Later 
the  right  side  of  the  skull  was  entered  and  the 
cerebellum  explored.  The  abscess  was  never 
found ; the  patient  recovered  from  the  sulfapy- 
ridine therapy  alone.  He  was  back  to  normal 
weight  in  about  a month. 

A case  of  meningitis  with  mastoiditis  was 
treated  with  sulfathiazole.  The  cell  count  the 
day  before  death  was  down  to  1,000  from  an 
original  count  of  6,000. 

Dr.  Fennel  emphasized  the  importance  of 
making  a diagnosis  before  giving  the  “sulfa” 
compounds  and  made  a plea  against  their  in- 
discriminate use  just  on  speculation. 

Use  of  sulfathiazole  in  a case  of  chronic 
osteomyelitis  of  the  femur  was  discussed  by 
Dr.  Withington.  Whereas  for  nearly  two  years 
he  had  been  breaking  down  and  draining,  for 
the  last  four  months  on  sulfathiazole,  and  re- 
cently not  very  large  doses,  he  has  healed  up. 
with  very  marked  improvement  of  the  femur 
shown  by  x-ray.  On  the  other  hand,  use  of  sul- 
fathiazole on  some  childhood  cases  of  osteomye- 


13 


Hawaii  Medical  Journal 


September,  1941 


litis  has  been  without  apparent  result.  Dr.  Craig 
strongly  endorsed  the  pessimism  of  the  latter 
statement. 

Dr.  Saunders  hopes  to  have  the  first  cure  of 
a case  of  bacterial  endocarditis  in  Hawaii,  from 
a combination  heat-box  treatment  and  sulfathia- 
zole. 


All  experiments  with  the  sulfonamides  in  tub- 
erculosis have  proven  useless. 

In  response  to  the  question  whether  the  sul- 
fonamides are  worthwhile  in  prophylactic  doses 
to  avoid  secondary  infection,  Dr.  Fennel  again 
pointed  out  that  unsupported  by  some  antibody 
they  are  almost  useless. 


Photographi]  of  the  Eye 

(Colored  lantern  slide  demonstration) 

Forrest  J.  Pinkerton,  m.  d. 

Honolulu 


While  taking  some  special  work  under  Dr. 
Robert  Von  der  Heidt  of  Chicago  in  1925  I first 
became  interested  in  eye  photography.  He  was 
then  doing  external  eye  pictures  in  color  by  a 
very  laborious  process. 

The  first  good  pictures  of  the  ocular  fundus  by 
the  simplified  technic  that  I saw  were  shown 
at  the  1931  A.  M.  A.  scientific  exhibit  in  New' 
Orleans, 

The  new'  model  of  Zeiss  Nordensen  camera  is 
not  as  satisfactory  as  the  arc  model  which  I have 
because  the  light  from  the  12  volt  nitra  lamp 
bulb  gives  a U-shaped  light  when  in  focus  and 
can  only  produce  its  best  results  through  the 
w'idest  dilation  of  the  pupil.  It  is  frequently  im- 
possible to  dilate  a pupil  to  a greater  diameter 
than  6 mm.,  which  is  satisfactory  for  the  are 
type  of  light  but  gives  a poor  picture  with  the 
new  model.  The  Zeiss  people  were  working  on 
changes  in  this  light  source  before  the  war.  The 
carbons  of  the  arc  lamp  must  be  constantly  ad- 
justed, and  the  milliammeter  should  register 
5-10  ma.  with  110  volts  being  used. 

I now  use  the  Eastman  film,  Kodachrome  (for 
daylight)  with  a small  two  dollar  basket  camera 
stripped  of  its  lens  and  adapted  by  a mechanic 
for  use  on  the  Nordensen.  This  eliminates  the 
final  adjustment  of  1 cm.  formerly  required  be- 
cause the  Nordensen  was  built  to  use  emulsions 
on  glass. 

The  best  pictures  for  fundus  blood  vessel  de- 
tail are,  of  course,  the  black  and  white  ; for  these 
I use  Panatomic  X,  which  is  developed  at  once 
in  my  own  laboratory. 

Color  pictures  are  of  increasing  value,  but 
to  date  they  cannot  take  the  place  of  black  and 


white  photographs  in  showing  details  of  the 
structure  of  the  blood  vessels.  After  all,  it  is  in 
the  blood  vessel  studies  that  we  most  frequently 
see  the  earliest  pathology.  With  greater  refine- 
ment constantly  taking  place,  however,  the 
immediate  future  of  fundus  photography  lies  in 
the  color  pictures. 

Infra  red  photography  in  theory  should  show 
deeper  fundus  structures,  but  in  practice  seems 
to  possess  no  advantage  over  ordinary  color  if 
the  colors  are  true. 

Stereoscopic  fundus  pictures  have  been  done 
writh  great  success  in  a limited  number  of  selected 
cases.  They  cannot  be  done  unless  the  pupil  is  at 
least  7-8  mm.  in  diameter  because  of  the  angula- 
tion necessary  and  the  best  illumination  in  each 
angle. 

In  taking  full  face  views,  I use  the  Leica  type 
camera,  35  mm.-  Kodachrome  type  A,  with  arti- 
ficial light.  Pictures  of  external  diseases  are 
done  this  way  because  the  true  color  value  of 
the  cornea  and  anterior  segment  structures  is 
obtained. 

It  has  been  proven  conclusively  that  the 
amount  of  light  used  to  make  the  picture  will 
not  damage  the  eye,  either  sick  or  well.  It  is 
turned  on  only  for  the  time  of  exposure,  to 
1/10  of  a second,  depending  upon  the  size  of 
pupil,  clarity  of  media,  and  whether  the  eye  is 
blond  or  black. 

Simon  wrote  at  length  in  1937  on  the  “Retinal 
Method  of  Identification  by  Means  of  Photo- 
graphy,” presenting  a new  system  of  classifying 
retinal  patterns.  He  uses  a transparent  protrac- 
tor, laid  over  the  finished  photograph,  and  takes 
readings  of  veins  in  certain  definite  locations. 
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These  patterns  never  change  and  this  method  of 
identification  is  being  used  in  addition  to  finger 
printing. 

Some  inaccuracies  of  color  value  take  place 
in  showing  the  picture  when  the  carbon  arc  auto- 
matic adjustment  does  not  keep  up  with  the 
speed  of  the  carbon  combustion.  A critical 
analysis  of  the  colors  can  only  be  made  when 
the  transparency  of  the  cornea  and  lens,  size  of 
pupil,  clarity  of  vitreous,  and  color  or  pigment 


distribution  of  the  eye  is  taken  into  considera- 
tion. The  majority  of  these  pictures  are  satis- 
factory for  my  purpose  because  I know  the 
conditions  under  which  they  were  taken  and 
also  the  pigment  distribution  in  the  body. 

One  or  two  pictures  on  each  of  the  various 
diseases  of  the  eye  lid,  cornea,  and  conjunctiva 
will  be  shown,  progressing  backward  and  in- 
cluding a typical  sample  of  what  can  be  done  in 
portraying  many  disease  conditions. 


Ectopic  Prepancq  in  Hawaii 

O.  Lee  Schattenburg,  m.  d. 

Honolulu 

(ABSTRACT) 


This  paper  is  an  attempt  to  view  the  local  as- 
pects of  this  problem,  to  introduce  some  of  the 
newer  diagnostic  adjuncts,  to  re-emphasize  cer- 
tain methods  of  treatment  and  to  introduce  cer- 
tain case  histories  to  clarify  some  of  these  points. 

Seven  case  records  of  recent  deaths  from  rup- 
tured ectopic  pregnancy  in  Hawaii  are  reviewed 
with  comments  on  underlying  causes  of  failure. 


Figures  from  the  largest  general  hospital  in 
Hawaii  tend  to  show  that  the  incidence  of  ecto- 
pic pregnancy  in  the  Territory  is  higher  than 
the  figure  usually  given,  although  we  have  no 
explanation  of  this  increased  incidence. 

The  more  modern  diagnostic  and  therapeutic 
methods  are  reviewed  in  the  hopes  that  future 
death  rates  from  this  condition  can  be  lowered. 


Kahili  Flower  (Grevillea  Banksii)  Dermatitis 

A PRELIMINARY  REPORT 

Harry  L.  Arnold,  Jr.,  m.  d., 

Honolulu 


The  list  of  plants  capable  of  producing  der- 
matitis venenata  is  already  so  long  that  it  seems 
quite  possible  that  only  time  is  needed  for  it  to 
include  all  known  plants.  The  report  of  the 
observation  of  this  property  in  one  more  plant, 
therefore,  would  seem  to  require  some  justifica- 
tion other  than  the  fact  that  the  plant  has  not 
been  previously  identified  as  a common  cause  of 
dermatitis. 

The  following  justification  is  offered: 

1.  The  “kahili  flower”  (Fig.  1)  has  proven 
to  be  by  far  the  most  frequent  and  severe  plant 
sensitizer  over  a period  of  nearly  two  years  of 
dermatologic  practice  in  Hawaii. 

2.  Sensitization  to  the  blossoms  is  very  much 


more  common  and  more  severe  than  sensitiza- 
tion to  the  leaves. 

The  first  of  these  facts  is  remarkable  because 
the  mango  (Mangifera  indica)  has  enjoyed  a 
firmly  established  reputation  for  many  years  as 
the  foremost  cause  of  plant  dermatitis  in  Hawaii. 
It  is  by  no  means  unusual  to  have  a patient  with 
an  acute  dermatitis  say  “I  guess  I’ve  got  mango 
rash” — much  as  a mainland  patient  might  sug- 
gest poison  ivy  as  the  basis  for  a similar  erup- 
tion. It  is  also  commonplace  for  physicians  to 
make  an  offhand  diagnosis  of  “mango  derma- 
titis” in  any  case  of  acute  vesicular  dermatitis, 
particularly  when  it  appears  on  the  face  or  hands 
or  arms.  The  mango  is  so  abundantly  distributed 
throughout  the  territory  that  no  question  need 
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ever  arise  as  to  whether  there  has  been  oppor- 
tunity for  contact  to  occur.  Both  the  leaves  and 
the  skin  of  the  fruit  and  probably  the  sap  as 
well,  are  capable  of  producing  dermatitis.  The 

“ kahili  flower"  has  had  no  such  reputation,  al- 
though Degener1  in  his  Flora  Hawaiiensis,  says 
that  a “very  few  cases”  of  dermatitis  have  been 
observed  in  handling  the  “ kahili  flower",  which 
he  lists  under  the  name  Stylurus  Banksii. 

The  second  observation — that  patients  are 
apparently  invariably  far  more  sensitive  to  the 
blossoms  of  the  “kahili  flower”  than  to  its  leaves 
— appears  to  be  very  nearly  unique.  It  is  not  com- 
mon for  flowers  to  produce  dermatitis  at  all.  Ver^ 
little  work  has  been  done  on  the  question  of  the 
limitation  of  sensitizing  properties  to  certain  por- 
tions of  plants;  when  such  limitation  has  been 
demonstrated,  the  active  principle  has  usually 
been  found  to  be  present  in  the  leaves  and  not 
in  the  flower;  this  has  been  shown  to  be 
true  of  both  the  primrose  (Primula  obconica) 
and  the  poison  ivy  (Rhus  toxicodendron).2 
I have  been  unable  thus  far  to  find  any  report 
of  an  example  of  proven  sensitization  to  the 
blossom  of  a plant  and  not  to  its  leaves. 

The  evidence  for  the  relative  predominance  of 
the  kahili  flower  over  other  plants  as  a cause  of 
dermatitis  in  my  own  practice  is  reasonably 
clear-cut.  Twenty-four  cases  have  been  seen  in 
which  the  appearance  of  the  eruption  was  cha- 
racteristic of  a dermatitis  venenata  of  plant 
origin.  The  appearance  of  the  lesions  in  the 
fifteen  of  these  subsequently  found  to  be  sen- 
sitive to  the  kahili  flower  was  remarkably  uni- 
form. In  cases  seen  during  the  first  thirty-six 
hours  or  so  there  was  almost  invariably  vesicu- 
lation  on  the  fingers,  backs  of  the  hands,  or 
wrists,  frequently  occurring  in  narrow  linear 
patches,  occasionally  occurring  singly  or  in 
small  groups ; the  vesicles  were  small  (one  or 
two  millimeters  in  diameter,  and  tense.  There 
was  moderate  surrounding  erythema.  In  these 
relatively  early  cases  there  was  almost  invariably 
patchy  erythema  about  the  face,  frequently  in- 
volving the  eyelids  and  the  sides  of  the  neck 
and  occasionally  the  ears.  Within  an  additional 
twenty-four  hours  or  so  vesiculation  was  usually 
present  in  these  erythematous  areas,  and  the 
lesions  on  the  hands  and  arms  were  becoming 
edematous.  The  eruption  usually  reached  its 
maximum  severity  and  widest  distribution  by 
about  the  sixth  day,  and  thereafter  subsided 
slowly  over  a period  of  a week  or  more  often 
two,  leaving  no  residuum.  Itching  was  in  all 
cases  severe.  In  three  cases  a history  of  sen- 
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sitivity  to  mango  was  obtained,  and  in  one  of 
these  a definite  history  of  mango  contact;  in  the 
remaining  twenty-one  only  six  gave  a history  of 
contact  with  kahili  flowers;  one  gave  a history 
of  wearing  a luokiliana  lei ; and  of  the  remaining 
fourteen  only  two  admitted  so  much  as  knowing 
the  flowers  by  sight,  and  they  could  recall  no 
opportunity  for  contact.  Six  of  the  fourteen  did 
not  react  to  any  of  the  antigen-extracts ; or  of 
the  other  eight,  two  cases  were  sufficiently  severe 
to  require  about  a week  of  hospitalization;  all 
responded  in  about  the  usual  manner  to  the 
usual  treatment  for  dermatitis  venenata.  It  was 
felt  that  thorough  centripetal  sponging  of  early 
lesions  and  their  surrounding  skin  with  sulfuric 
ether  followed  by  95  per  cent  alcohol  probably 
mitigated  the  severity  of  the  eruption  in  several 
cases. 

All  of  these  cases  were  skin-tested,  usually  at 
the  time  of  the  first  visit,  with  ether  solutions  of 
the  ether-soluble  portions  of  the  dried  leaves  of 
the  mango,  oleander  and  kahili  flower  and  of  the 
dried  blossoms  of  the  latter.  These  antigen- 
solutions  were  prepared  according  to  the  technic 
devised  by  Bedford  Shelmire,3  which  consists 
briefly  of  drying  the  material  to  be  extracted, 
grinding  it,  covering  it  with  ether  for  twenty- 
four  hours,  decanting  and  evaporating  the  ether, 
and  redissolving  the  sticky  residue  in  roughly 
ten  times  its  volume  of  ether.  This  solution  is 
placed  in  ordinary  homeopathic  vials  and  the 
tests  are  made  by  simply  inverting  the  vial, 
removing  the  cork,  and  applying  the  moist  end 
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of  the  cork  to  the  patient’s  skin,  leaving  a cir- 
cular deposit  of  the  solution  there,  which  dries 
immediately  and  is  left  uncovered.  The  flexor 
aspect  of  the  forearm  was  used  in  all  tests. 

Ten  normal  persons  were  first  tested,  and 
none  reacted  in  the  slightest  degree  to  any  of 
the  antigen  solutions ; twenty-three  cases  of 
various  dermatoses,  chiefly  of  contact  type,  have 
likewise  failed  to  react  to  any  of  them ; one 
physician  with  a history  of  mango  sensitization 
inadvertently  “tested”  himself  with  the  mango 


direct  tests  have  been  made  with  this  plant  ma- 
terial as  yet. 

The  common  name  of  Grevillea  Banksii  in 
Hawaii  comes  from  the  resemblance  of  its 
flower-racemes  to  the  ancient  ceremonial  kahili, 
a long  staff  topped  by  a cylindrical  cluster  of 
radiating  feathers,  after  the  fashion  of  an  enor- 
mous test-tube  brush  with  coarse,  rather  sparse 
bristles.  It  was  introduced  into  Hawaii  from 
Australia  at  least  forty  years  ago,  and  is  now 
fairly  widespread  here,  though  its  disinclina- 


Case 

History  of 

T ests 

to  antigen-extracts 

I Tests  with 

No. 

contact ? 

Mango 

G. 

Banksii 

Oleander 

G.  Banksii 

Interval? 

leaf 

flower 

leaf 

leaf 

flower  let 

1 

+,  4 days 

— 

4+ 

— 

— 

2 



— 

3 + 

+ 

— 

3 

+,  ? days 

— 

4+ 

— 

— 

4 

— 

— 

3 + 

— 

— 

5 

?,  4 days 

— 

3 + 

— 

— 

6 

“Mango’’ 

— 

4+ 

+ 

— 

7 

+ , ? days 

— 

4+ 

— 

— 

8 



— 

3+ 

— 

— 

9 

— 

— 

3 + 

— 

— 

10 



— 

3 + 

— 

— 

4 + 

11 

+,  3 days 

— 

4+ 

+ 

— 

12 

— 

— 

3 + 

4- 

— 

13 

— 

— 

4+ 

— 

— 

4 + 

14 

+ , 6 days 

— 

4+ 

— 

— 

15 

+,  3 days 

— 

4+ 

— 

— 

16 

“Mango” 

4+ 

— 

— 

— 

17 

“Mango” 

4+ 

18 

Mokihana 

— 

— 

— 

— 

Controls 

(ten  normal) 

— 

— 

— 

— 

2 only 

(six  venenatas) 

— 

— 

— 

— 

— 

antigen-extract.  with  the  result  that  he  was 
disabled  for  several  days  with  a severe  derma- 
titis venenata.  Of  the  twenty-four  cases  of  plant 
dermatitis,  fifteen  reacted  strongly  to  the  extract 
of  the  kahili  flowers,  and  of  these  four  reacted 
very  feebly  to  the  extract  of  the  leaves  of  this 
plant ; none  of  them  reacted  to  mango  extract 
in  the  slightest  degree.  Two  reacted  strongly  to 
the  mango  extract  and  failed  to  react  to  the 
others.  Seven  did  not  react  to  any  of  the  antigen- 
extracts.  No  cases  manifested  any  reaction  to  the 
extract  of  oleander  leaves  (see  Chart  1 ). 

Only  three  persons  with  dermatitis  have 
been  tested  to  the  leaves  and  blossoms  of  the 
kahili  flower ; these  three  had  all  reacted  strongly 
to  the  extract  of  the  blossom  and  not  at  all  to 
the  extract  of  the  leaf,  and  the  same  response 
occurred  with  the  plant  substance  itself. 

An  ether  extract  of  the  blossoms  of  Grevillea 
robusta  has  been  prepared,  and  four  persons 
who  were  strongly  reactive  to  the  extract  of  G. 
Banksii  blossoms  have  been  tested  with  this; 
none  of  them  manifested  any  reaction  to  it.  No 


tion  to  grow  at  elevations  below  three  hundred 
feet  or  so  have  limited  its  spread  somewhat, 
particularly  in  Honolulu.  It  grows  as  a small 
orchard  tree  in  the  upper  end  of  Manoa  valley 
and  as  an  occasional  ornamental  tree  in  the 
upper  part  of  Nuuanu  valley,  near  Honolulu; 
notwithstanding  this,  a professional  botanist 
who  has  lived  in  the  territory  for  many  years 
has  informed  me  that  he  has  never  yet  seen 
it  growing!  This  observation  is  certainly  the 
experience  of  most  persons ; the  cut  flower- 
racemes,  which  are  showy  and  inexpensive  and 
therefore  very  frequently  used  in  floral  arrange- 
ments, are  apparently  almost  invariably  the 
source  of  contact  with  the  plant.  Their  use  is  so 
widespread  that  — as  with  mango  — failure  to 
obtain  a history  of  contact  with  them  is  of  no 
importance  in  arriving  at  the  diagnosis.  More- 
over. it  is  common  to  find  the  flower-racemes 
alone,  without  the  leaves,  in  large  floral  arrange- 
ments, though  the  leaves  are  occasionally  in- 
cluded ; and  on  Hawaii  at  least,  the  racemes  are 
occasionally  made  into  Ids  (wreaths  to  he  worn 
about  the  neck). 
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Grevillea  Banksii  is  a tall  shrub  or  small 
tree,  attaining  a maximum  height  of  20  feet  in 
Australia,  although  Hawaiian  specimens  attain- 
ing this  height  are  rare.  Its  leaves  are  4 to  8 
inches  long,  usually  deeply  pinnatifid,  with 
lanceolate  segments.  The  flower-racemes  are 
terminal  and  erect,  either  red  or  very  pale  yel- 
low. The  flowers  composing  them  are  small, 
perfect,  tomentose  outside,  and  apetalous ; the 
recurved  calyx  splits  down  one  side ; the  style 
is  long  and  curved,  with  its  tip  recurved  and 
attached  to  the  calyx  until  the  flower  is  mature, 
when  it  is  released  and  springs  out  nearly 
straight. 

There  is  one  other  species  in  Hawaii,  Grevil- 
lea robusta,  commonly  known  as  the  silk  or  silky 
oak,  silver  oak,  or  Australian  oak.  It  is  much 
more  widely  distributed  throughout  the  islands 
than  G.  Banksii,  and  differs  from  it  in  several 
important  respects.  It  is  a large  tree,  said  to 
attain  a height  of  a hundred  feet  or  more,  al- 
though Hawaiian  speciments  are  in  general 
rather  shorter,  with  trunks  a foot  or  more  in 
diameter.  The  leaves  are  twice  pinnatifid,  the 
broader  segments  being  once  again  divided 
nearly  or  quite  to  the  midrib,  generally  on  the 
outer  side  only.  The  flowers,  smaller  and  orange 
yellow  in  color,  are  borne  in  terminal  and  axil- 
lary horizontal  racemes,  these  single  or  several 
together.  Grevillea  robusta  also  grows  in  Cali- 
fornia and  Florida,  as  well  as  in  Australia,  to 
which  it  is  native.  It  wood  has  been  used  for 
barrel  staves  and  furniture. 

A third  Grevillea,  species  Thelemanniana,  is 
a popular  shrub  in  California;  it  bears  pink 
flowers  with  green  tips,  arranged  in  racemes 
rather  smaller  than  those  of  G.  Banksii. 

UNITED  WELFARE  CAMPAIGN 
OCT.  13-18 

With  knowledge  that  the  forthcoming  year  is 
to  present  increased  problems  in  the  field  of 
preventive  health  work  and  social  welfare,  Unit- 
ed Welfare  will  make  its  annual  appeal  for  funds 
the  week  of  October  13  to  18. 

Population  increase  has  brought  with  it  not 
only  an  additional  burden  of  health  and  welfare 
work,  but  the  responsibility  for  adjustment  of 
thousands  of  people  to  a new  environment. 

It  is  widely  accepted  today  that  efforts  in 
meeting  human  needs  is  a first  responsibility  of 
an  American  community.  The  United  Welfare 
fund  in  Honolulu  represents  a first  line  of  de- 
fense. It  unites  the  entire  community  in  the  great 


Summary 

1.  Twenty-four  cases  of  dermatitis  venenata 
have  been  seen  in  which  the  appearance  of  the 
lesions  suggested  a plant  as  the  most  likely 
cause. 

2.  Fifteen  of  these  cases  were  shown  to  be 
highly  sensitive  to  an  ether  extract  of  the 
blossoms  of  the  "kahili  flower”  (Grevillea 
Banksii) ; of  these  only  four  manifested  slight 
sensitivity  to  an  ether  extract  of  the  leaves. 

3.  Only  two  cases  reacted  to  an  extract  of  mango 
Haves ; these  failed  to  react  to  the  other 
antigen-extracts. 

4.  In  the  remaining  seven  cases  no  reactions 
w'ere  elicited  by  patch  tests,  and  the  cause 
was  not  determined,  except  in  one  in  which 
the  distribution  and  history  established  a 
mokihana  lei  as  the  cause. 

Conclusions 

1.  Dermatitis  venenata  of  plant  origin  in  the 
office  practice  of  dermatology  in  Honolulu  is 
far  more  frequently  due  to  contact  with  the 
kahili  flower  (Grevillea  Banksii),  than  to 
contact  with  mango  (Mangifera  indica)  or 
any  other  single  plant. 

2.  It  is  suggested  that  the  blossoms  of  this  plant, 
and  not  the  leaves,  are  responsible  for  the 
sensitization. 
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common  cause  of  preventing  social  breakdown 
which,  neglected,  leads  to  serious  undermining  of 
our  way  of  life.  Without  a strong  and  happy 
people  behind  the  lines,  national  defense  may 
collapse  from  within.  Good  health,  sufficient 
food  and  clothing,  decent  homes  to  live  in,  per- 
sonal inspiration,  spiritual  guidance  and  oppor- 
tunities for  youth  to  work  and  learn — these  are 
the  bulwarks  of  an  impenetrable  line  of  home 
defense. 

In  welfare  work,  as  in  medicine,  the  emphasis 
today  is  upon  prevention.  Actually,  the  United 
Welfare  campaign  is  not  a “charity  drive” ; it  is 
sound  community  insurance.  The  health  and 
welfare  agencies  of  United  Welfare  seek  to  sub- 
stitute independence  for  dependence  in  health  and 
family  problems,  Child  care  and  youth  guidance. 
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Specific  Therapy  of  Lobar  Pneumonia 

(SUMMARY) 

M.  A.  Blankentjorn,  m.  d. 

Cincinnati,  Ohio 


Dr.  Blankenhorn  in  his  discussion  described 
the  relative  merits  of  various  “sulfa”  compounds 
in  relation  to  the  treatment  of  lobar  pneumonia. 

Sulfathiazole  is  more  easily  given  than  sulfa- 
pyridine  and  it  is  not  conjugated  as  much.  In 
the  process  of  being  absorbed  and  eliminated  it 
is  not  split  up  like  sulfapyridine  in  a way  to 
make  it  ineffectual.  Sulfapyridine  blood  levels 
have  to  be  watched  to  keep  out  of  trouble,  but 
sulfathiazole  blood  levels  are  not  sc  necessary. 

Sulfadiazine  is  being  introduced  and  is  a rival 
of  sulfathiazole.  It  is  easily  given  but  is  not  auite 
as  prompt  in  its  effect  as  sulfathiazole.  It  is  con- 
sidered a very  satisfactory  drug  but  it  has  most 
of  the  toxic  side-effects  of  sulfathiazole. 

Dose:  For  critically  ill  patients  and  for.  those 
who  cannot  swallow,  we  use  5 Gm.  of  sulfathia- 
zole intravenously  immediately  upon  receiving 
the  patient  at  the  hospital.  That  has  not  been  a 
harmful  procedure.  It  used  to  be  thought  dan- 
gerous to  move  the  patient  to  a hospital  but  now, 
when  it  is  believed  that  no  pneumonia  patient 
should  die,  hospital  services  are  receiving  a great 
many  patients  in  the  late  stages  of  pneumonia.  To 
such  we  give  the  drug  intravenously  in  5 Gm. 
doses.  We  repeat  every  eight  hours  until  the 
patient  can  take  it  by  mouth  or  until  he  feels 
better.  Those  not  so  ill  we  give  an  initial  dose 
of  2-3  Gm.  and  1 Gm.  every  4 hours  by  mouth 
until  the  patient  has  no  fever.  The  average  dose 
has  oeen  about  35  Gm.,  6 Gm.  a day,  over  3 to 
7 days.  We  continue  until  we  have  2 days  with- 
out fever. 

Serum:  Serum  is  a true  specific  for  pneu- 

mococcus infection.  We  use  a great  deal  of  it 
and  advocate  its  use.  It  promotes  bactericidal 
activity  and  detoxifies,  and  does  it  quicker. 
Serum  has  now  been  so  purified  and  concentrated 
that  we  may  give  it  freely  without  fear  of  shock 
or  chill.  We  practically  never  get  into  trouble 
with  it.  It  has  only  one  drawback  in  that  it 
produces  serum  sickness.  It  produces  fever 
sometimes  but  it  no  longer  produces  shock. 
Rabbit  serum  especially  is  safe  to  give.  We  use 
serum  now  in  our  sickest  patients  but  to  use 
serum  every  patient  must  be  “typed”. 


We  use  serum  if  at  the  end  of  24  hours  there 
is  no  response  to  the  sulfonamides,  and  also  if 
we  learn  that  the  blood  culture  is  positive.  We 
do  this  even  if  only  12  or  18  hours  have  elapsed 
after  starting  drug  treatment.  Serum  is  used  in 
the  aged  because  we  are  not  a bit  afraid  of  the 
serum  and  believe  it  is  the  most  powerful  re- 
medy, and  we  use  it  in  pregnant  women  or 
women  who  have  pneumonia  immediately  post- 
partum. 

Dose:  Serum  must  be  given  intravenously.  The 
dose  can  be  repeated  in  12  hours  if  the  first  dose 
does  not  produce  a drop  in  temperature.  We 
have  not  adopted  a standard  dose  but  rarely  give 
less  than  100, (XX)  units  at  a time. 

Precautionary  Measures:  Our  precautionary 

measures  are  of  an  active  type  : 

(1)  A white  blood  count  is  made  on  admission. 
We  have  not  been  stopped  from  giving 
serum  or  the  drug  if  the  white  blood  count 
is  as  low  as  4,000.  We  have  not  had  a death 
due  to  depression  of  the  bone  marrow  in 
over  1,000  patients  treated  with  serum  nor 
have  we  had  a death  from  this  cause  from 
the  use  of  drugs. 

The  vogue  for  high  blood  levels  of  sul- 
fonamides in  pneumonia  is  fading  out.  It 
is  not  necessary  to  have  high  blood  levels, 
but  knowing  the  blood  levels  of  the  drugs 
is  quite  helpful.  They  are  very  necessary 
with  sulfapyridine  because  you  cannot  tell 
when  you  have  given  enough  to  be  effective. 
With  sulfathiazole  the  blood  levels  are  not 
so  necessary,  and  they  are  never  so  high  as 
we  maintain  with  sulfapyridine  of  the  same 
dosage.  Adequate  medication  is  necessary, 
but  excessive  medication  will  not  deal  with 
desperate  cases. 

(2)  Urine  examinations  are  more  necessary 
than  blood  levels. 

(3)  The  blood  urea  is  a useful  device.  We  do 
this  on  admission.  A good  many  patients 
with  pneumococcus  disease  have  kidney 
damage.  It  is  of  short  duration,  but  it  inter- 
feres with  the  proper  elimination  of  the 
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drug.  You  cannot  tell  about  that  sort  of 
damage  by  examining  the  urine. 

(4)  The  red  blood  count  is  important  but  not 
necessarily  essential.  A careful  doctor  can 
see  that  a dangerous  hemolytic  crisis  has 
happened  by  observing  the  patient. 

Often  I am  asked  what  I would  do  with  a 
patient  down  in  the  Kentucky  mountains  where 
there  is  no  laboratory.  Would  it  be  better  to 
take  a chance  on  the  untreated  pneumonia?  My 
answer  is  always,  give  these  drugs  if  the  patient 
has  lobar  pneumonia,  because  none  of  them  are 
are  as  dangerous  as  lobar  pneumonia. 

Suppurating  Complications:  The  next  most  im- 
portant task  the  doctor  faces  in  pneumonia  is 
discovering  suppurating  complications.  The 
drugs  or  serum  may  produce  fever  very  much 
like  the  fever  of  empyema  or  relapse.  The  drugs 
do  not  always  abruptly  stop  the  spread  of  con- 
solidation. It  is  not  unusual  to  have  a spread 
go  on  after  the  drugs  are  given.  It  takes  continual 
careful  bedside  examination  to  find  suppurat- 
ing complications  when  using  these  new  reme- 
dies. Neither  serum  nor  drugs  deal  satisfac- 
torily with  empyema  of  the  pleura  or  of  the 
pericardium  nor  with  meningitis.  A helpful  sign 
to  the  bedside  doctor  other  than  his  examina- 
tion of  the  patient  is  continued  pain  at  the  site 
of  pleurisy.  When  fluid  continues  to  increase  in 
volume  it  often  causes  pain,  especially  pain 
that  persists  where  no  friction  rub  is  present. 
Pain  may  be  due  to  a spreading  process  or  ac- 


cumulation of  fluid.  Recurrence  of  the  fever  is  a 
hint  that  suppuration  has  occurred.  Failure  of 
the  white  blood  count  to  fall  is  a hint,  and,  of 
course,  x-ray  is  the  most  important  in  deciding 
when  empyema  has  occurred.  As  all  pleural  effu- 
sions usually  become  suppurating  fluids,  fluids 
when  they  occur  should  be  tapped  for  diagnosis 
and  tapped  dry  if  clear. 

I think  there  is  only  one  contraindication  to 
the  use  of  the  sulfonamides  and  that  is  the 
knowledge  that  with  the  previous  administration 
of  the  drug  the  patient  had  a bad  and  danger- 
ous reaction.  The  definite  contraindication  for 
serum  is  a history  of  an  allergic  state.  We  used 
to  regard  age  as  a contraindication,  but  we  no 
longer  hold  that  opinion. 

Lung  Puncture:  I have  been  asked  about  lung 
puncture  many  times.  For  a good  many  years 
in  connection  with  the  diagnosis  of  early  empy- 
ema, I advocated  frequent  taps,  not  waiting  for 
x-ray  evidence.  I have  never  produced  empyema 
by  a dry  tap  or  by  this  device  of  lung  puncture. 

I have  needled  into  a streptococcus  abscess,  or 
lung  gangrene  and  produced  abscess  of  the  in- 
tercostal muscles  but  I have  not  ever  caused 
pneumococcus  empyema  by  a dry  tap  or  by 
lung  suction.  I do  not  believe  it  is  as  safe  a 
procedure  in  children  as  in  adults  but  I cannot 
say  just  why  it  is  not.  Perhaps  in  a small  chest 
the  large  vessels  are  more  easily  entered  by  a 
needle. 


Lobectomij  for  Bronchiectasis 

Rogers  Lee  Hill,  m.d. 

Honolulu 


Laennec1  in  1819  was  the  first  person  to  rec- 
ognize the  diseased  state  of  the  bronchi  now 
known  as  bronchiectasis.  His  attention  had  been 
called  to  dilatations  of  the  bronchi  by  Cayol1 
some  eleven  years  previously.  The  clinical  diag- 
nosis was  not  positively  established,  however, 
until  after  the  introduction  of  bronchography 
with  iodized  oil  by  Sicard  and  Forestier2  in  1922. 
Much  confusion  in  the  diagnosis  of  this  disease 
existed  before  the  introduction  of  this  important 
diagnostic  aid.  It  has  now  become  well  establish- 
ed as  a clinical  entity  and  has  been  divided  into 
many  anatomical  and  pathological  subdivisions. 
At  the  present  time,  however,  some  difficulty 


may  occasionally  be  encountered  in  practice  in 
differentiation  between  abscesses,  bronchiectasis 
and  cysts,  although  a distinction  may  be  generally 
agreed  upon  in  theory. 

The  history  of  therapy  in  bronchiectasis  is 
marked  by  alternating  periods  of  conservatism 
and  radicalism.  Statistics  before  1922  were  mis- 
leading because  many  cures  were  reported  which 
were  in  all  probability  spontaneous  cures  of  lung 
abscesses,  chronic  pneumonitis  or  even  fungus 
diseases.  Early  recognition  of  the  irreparable 
damage  resulting  from  this  disease  and  the  in- 
adequacy of  conservative  measures  led  to  repeated 
and  courageous  attempts  at  lung  resection.  These 
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radical  attempts  at  lung  resection  were  tempora- 
rily abandoned  because  of  the  high  mortality  rate 
and  failure  to  obtain  complete  symptomatic  relief 
in  a high  percentage  of  cases.  This  led  to  a search 
for  more  conservative  surgical  measures,  such  as 
phrenicectomy,  pneumonotomy,  oleothorax,  thor- 
acoplasty, and  cautery  pneumonectomy.  The 
failures  resulting  from  these  methods  aroused 
new  interest  in  anesthesia,  diagnostic  methods, 
surgical  physiology  of  the  chest  and  operative 
technic.  More  uniformly  good  results  from  lung 
resection  have  have  been  obtained  as  a result  of 
these  studies. 

Gluck3  evidently  considered  extirpation  of  the 
lung  for  suppurative  conditions  as  early  as  1881, 
as  he  performed  lobectomies  upon  animals. 
Heidenhain4  was  credited  with  the  first  success- 
ful lobectomy  in  man  in  1901.  Garre5  in  1912 
could  find  only  some  half  dozen  lobectomies  re- 
corded. The  procedure  was  discarded  because  of 
the  high  mortality  rate  until  after  World  War  I. 

Graham0  revived  interest  in  thoracic  surgery 
in  1918  with  his  epochal  studies  on  surgical  phy- 
siology of  the  chest  while  working  with  the 
empyema  commission.  With  this  revival  of  inter- 
est in  thoracic  surgery,  lobectomy  was  again 
considered  as  a therapeutic  measure  for  bron- 
chiectasis. The  immediate  high  mortality  rate 
discouraged  advocates  of  this  procedure  and  as 
late  as  1924  Tuffier7  said  that  he  had  never 
completely  cured  a case  of  bronchiectasis.  The 
pessimistic  outlook  at  this  time  in  the  surgical 
treatment  of  bronchiectasis  was  responsible  for 
the  following  statement  by  Samuel  Robinson8  in 
the  presidential  address  before  the  1922  meeting 
of  the  American  Association  for  Thoracic  Sur- 
gery: “It  has  always  been  my  belief  that  the 
greatest  triumph  in  thoracic  surgery  will  be  the 
surgical  eradication  of  this  deplorable  disease 
(bronchiectasis)  ”. 

The  introduction  of  bronchography  with 
iodized  oil  during  this  period  aided  in  mapping 
the  extent  and  distribution  of  the  disease.  The 
discovery  of  this  important  diagnostic  aid  stim- 
ulated the  repeated  attempts  at  lung  resection 
despite  high  mortality  rate.  Lilienthal3,  a pioneer 
in  lobectomy,  reported  10  deaths  in  17  lobectomies 
in  1925.  Brunn10,  in  1929,  reported  six  cases  with 
one  death,  operated  upon  by  a one-stage  method 
modeled  after  that  Lilienthal  and  Garre.  These 
favorable  reports,  followed  shortly  after  by  the 
introduction  of  the  hilum  tourniquet  by  Shen- 
stone11,  marked  a turning  point  in  the  develop- 
ment of  the  operation  on  this  continent. 


The  control  of  respiratory  disturbances  during 
operation  by  the  administration  of  anesthetic  gas 
under  positive  pressure  and  the  control  of  hem- 
orrhage from  the  hilar  stump  by  the  tourniquet 
left  the  remaining  hazard,  overwhelming  infection 
of  the  pleurae  and  mediastinum,  still  to  be  solved. 
Alexander7  developed  a protection  against  this 
hazard  in  creating  a protective  inflammatory  bar- 
rier against  subsequent  infection  by  causing  the 
undiseased  lobe  of  the  lung  to  become  adherent 
and  then  removing  the  diseased  lobe  at  a later 
date.  By  this  two-stage  method  he  reduced  the 
mortality  rate  to  well  below  20  per  cent. 

In  1932,  Graham,  Singer,  and  Ballon1  studied 
212  cases  of  bronchiectasis  treated  by  lobectomy. 
They  found  a mortality  rate  of  approximately 
50  per  cent,  with  failure  to  attain  complete  symp- 
tomatic relief  in  50  per  cent  of  the  survivors. 
Alexander'  in  1933,  collected  data  revealing  a 
mortality  rate  of  53.4  per  cent  in  127  cases  of 
lobectomy  by  general  surgeons  as  compared  with 
a mortality  rate  of  21.5  per  cent  in  115  cases  of 
lobectomy  by  surgeons  more  familiar  with  the 
technical  problems  and  difficulties  involved  in 
thoracic  surgery.  Recent  reports  in  the  literature 
reveal  a marked  reduction  in  the  mortality  rate. 
Churchill12,  Graham13,  O'Brien14  and  Lindskog15 
have  reported  series  of  cases  with  mortality  rates 
of  approximately  5 per  cent.  Edwards10,  Sauer- 
bruch17  and  Holst18,  in  a fairly  large  series  of 
cases,  had  a mortality  rate  well  below  12  per 
cent.  It  is  therefore  safe  to  conclude  that  a mor- 
tality rate  of  less  than  10  per  cent  may  be  antici- 
pated in  uncomplicated  cases  of  bronchiectasis 
with  symptomatic  relief  in  the  majority  of  these 
cases. 

Failure  to  obtain  complete  symptomatic  relief 
has  led  to  a more  complete  and  detailed  study  of 
the  various  anatomical  and  pathological  aspects 
of  the  disease.  The  general  acceptance  of  the 
lingula  segment  of  the  left  upper  lobe  of  the  lung 
as  the  homologue  of  the  right  middle  lobe  has 
modified  some  authors’  conception  of  the  ana- 
tomical distribution  of  bronchiectasis.  Sauer- 
bruch’s  original  studies  upon  autopsy  specimens 
in  which  he  described  this  anatomical  distribution 
of  the  disease  has  never  received  the  attention  it 
deserved.  The  important  point  under  considera- 
tion at  the  present  time  is  whether  bronchiectasis 
must  necessarily  involve  the  entire  lobe  of  a lung. 
The  lobe  has  always  been  considered  the  surgical 
unit  of  the  lung  because  of  certain  well  defined 
external  fissures.  The  convenience  of  these  fis- 
sures, rather  than  the  underlying  pathological 
distribution  of  the  disease,  has  been  responsible 
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for  defining  the  aieas  for  pulmonary  resection. 
This  attitude  may  have  to  be  altered  in  the  light 
of  more  recent  findings  concerning  the  anatomical 
distribution  of  the  disease.  The  well  established 
fact  that  the  lingula  of  the  upper  lobe  of  the  left 
lung  may  be  involved  independently  has  been 
responsible  for  the  theory  that  the  bronchopul- 
monary segment  may  eventually  replace  the  lobe 
as  the  surgical  unit  of  the  lung.  Churchill19  in 
reporting  86  cases  of  bronchiectasis  subjected  to 
surgery  states  that  the  disease  was  limited  to  the 
confines  of  a single  lobe  in  only  20  per  cent  of 
the  cases.  He  further  states,  that  by  improved 
technical  details  in  bronchography,  the  lingula 
has  been  demonstrated  to  be  involved  sufficiently 
often  with  the  left  lower  lobe  to  demand  resection 
in  80  per  cent  of  cases.  In  47  cases  of  lower-lobe 
bronchiectasis  Myers  and  Blades20  discovered  57 
per  cent  to  have  involvement  of  the  lingula  of 
the  left  upper  lobe.  O’Brien14  made  a similar 
observation  on  40  per  cent  of  11  cases  studied. 
Bronchiectasis  may  involve  the  middle  lobe  with- 
out associated  involvement  of  the  lower  lobe  as 
evidenced  by  case  reports  of  Whiteside21,  Over- 
holt22 and  Churchill.19  Churchill19  advocates  the 
resection  of  diseased  bronchopulmonary  segments 
rather  than  continuing  with  removal  of  entire 
lobes  as  unit  structures. 

In  order  to  expect  complete  symptomatic  relief 
following  operation  the  extent  of  the  disease  must 
be  accurately  determined.  This  may  be  done  by 
careful  bronchography  with  iodized  oil.  X-rays 
made  in  the  oblique  as  well  as  the  anterior  posi- 
tion will  delineate  the  lingula  and  the  right  middle 
lobe  accurately.  Failure  to  recognize  the  extent 
of  the  disease  will  be  reduced  to  a minimum. 

Eloesser23  first  reported  removal  of  both  lower 
lobes  in  bilateral  bronchiectasis  in  1933.  Over- 
holt22 removed  both  lower  lobes  and  the  middle 
lobe  in  1937.  Recently  Graham24  has  reported  the 
most  extensive  removal  of  lung  tissue  to  date, 
namely,  both  lower  lobes,  the  right  middle  lobe 
and  the  lingula  of  the  left  upper  lobe.  Total 
pneumonectomy  for  unilateral  bronchiectasis  has 
been  repeatedly  demonstrated  to  be  a feasible 
procedure. 

The  following  case  report  reveals  the  inade- 
quacy of  the  more  conservative  surgical  measures 
used  in  the  treatment  of  bronchiectasis. 

Case  1.  The  patient,  a Caucasian-Portuguese 
male,  8 1/2  years  of  age,  was  first  seen  in  March 
1936.  The  chief  complaint  upon  admission  to 
Children’s  Hospital  was  cough  with  production 
of  foul  sputum.  The  onset  began  5 years  pre- 


viously at  which  time  he  bit  a thermometer  in  two 
and  swallowed  the  mercury-tipped  end.  There 
was  some  coughing,  dyspnea  and  cyanosis  at  the 
time  followed  by  what  was  thought  to  be  a mild 
pneumonia.  For  a period  of  one  year  he  remained 
symptom  free.  He  then  began  to  have  attacks  of 
fever,  cough  and  expectoration  of  large  amounts 
of  foul  smelling  greenish  sputum.  These  symp- 
toms gradually  increased  in  severity  and  for  five 
months  prior  to  admission  he  had  been  bedridden 
with  continuous  fever.  He  expectorated  two  cups 
of  sputum  a day,  lost  weight  and  became  very 
pale.  Examination  upon  admission  to  the  hospital 
revealed  a frail,  pale,  anemic  boy  who  was  con- 
stantly coughing  and  expectorating  large  amounts 
of  very  foul  sputum.  The  fingers  were  markedly 
clubbed  and  the  right  lower  lung  revealed  a 
foreign  body  with  multiple  chronic  abscesses. 

A two-stage  operation  was  performed  in  March 
1936  with  removal  of  the  thermometer  bulb  and 
a cautery  pneumonectomy  of  a portion  of  the 
lower  lobe.  Following  recovery  his  cough  and 
expectoration  diminished  markedly  and  he  im- 
proved generally.  He  now  has  a bronchial  fistula 
with  X-ray  exidence  of  bronchiectasis  following 
lipiodol  instillation.  His  relatives  have  steadfastly 
refused  further  operative  procedures. 

Edwards  in  a recent  article  has  summarized 
his  indications  for  lobectomy  as  follows : “Pa- 
tients between  the  ages  of  4 and  40  (and  excep- 
tionally older)  with  bronchiectasis  which  is 
reasonably  localized  and  infected  and  in  whom 
there  are  no  serious  general  contraindications, 
should  be  considered  as  candidates  for  radical 
excision  of  the  portion  of  the  lung  affected”.  This 
viewpoint  is  generally  accepted  at  the  present 
time.  Since  children  tolerate  intrathoracic  opera- 
tions particularly  well  it  is  advisable  to  subject 
them  to  an  early  operation  before  irreparable 
damage  is  done. 

An  abstract  of  a case  of  bronchiectasis  subject- 
ed to  lobectomy  with  satisfactory  result  follows: 

Case  2.  A Samoan  female  25  years  old  was 
first  admitted  to  the  City  and  County  surgical 
service  of  Queen’s  Hospital  on  June  10,  1940. 
Chief  complaint  was  persistent  cough  with 
large  amounts  of  purulent  sputum.  Patient  stated 
she  had  an  attack  of  pneumonia  at  3 years  of  age. 
This  was  followed  by  a chronic  cough  with  in- 
termittent production  of  moderate  amounts  of 
sputum.  She  was  sent  to  Leahi  Home  in  1934 
where  the  condition  was  diagnosed  as  nontuber- 
culous  bronchiectasis.  For  2 years  prior  to  ad- 
mission there  was  a definite  increase  in.  the 
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amount  of  sputum.  She  stated  that  there  was  from 
1 to  2 cups  per  day  and  that  it  had  a very  foul 
odor  which  was  offensive  to  family  and  friends. 

Examination  disclosed  a tall  thin  female  ob- 
viously weak  and  having  frequent  paroxysms  of 
coughing.  The  fingers  were  moderately  clubbed. 
Rronchograms  revealed  dilatation  of  the  terminal 
bronchi  of  the  lower  lobe  of  the  left  lung.  A 
diagnosis  of  bronchiectasis  of  the  left  lower  lobe 
was  made  and  excision  of  the  diseased  tissue  was 
advised. 

Operation  was  performed  on  June  28,  1940 
with  the  assistance  of  Dr.  James  Judd.  With  in- 
tratracheal cyclopropane  anesthesia  an  incision 
was  made  on  the  left  side  beginning  at  the  level 
of  the  fifth  rib  close  to  its  vertebral  attachment 
and  extending  anteriorly  over  the  level  of  the 
sixth,  seventh  and  eighth  ribs  to  the  anterior  axil- 
lary line.  The  sixth,  seventh  and  eighth  ribs  were 
divided  close  to  their  corresponding  vertebrae 
and  the  pleura  was  entered  in  the  seventh  inter- 
space. A partially  atelectatic  left  lower  lobe  was 
found.  A good  many  troublesome  adhesions  were 
found  between  the  lower  lobe  and  the  diaphragm. 
The  phrenic  nerve  was  crushed  as  it  coursed  over 
the  pericardium.  The  inferior  pulmonary  liga- 
ment was  divided  and  mobilization  of  the  lobe 
was  accomplished  by  cutting  the  adhesions  be- 
tween clamps.  A transfixion  ligature  of  heavy 
catgut  satisfactorily  controlled  bleeding  until  in- 
dividual ligation  of  the  hilar  structures  could  be 
accomplished.  Several  reinforcing  sutures  were 
placed  through  the  open  surface  of  the  amputated 
hilus.  The  chest  was  closed  by  pericostal  sutures 
ot  catgut  after  a catheter  had  been  inserted 
through  a stab  wound  in  the  ninth  interspace. 

Following  the  operation  pneumonia  developed 
which  responded  to  sulfathiazole  therapy.  Evi- 
dence of  empyema  was  detected  on  the  sixth  day 
and  this  was  followed  by  a bronchial  fistula.  The 
cough  diminished  gradually,  production  of  spu- 
tum decreased  markedly  and  the  fistula  slowly 
healed.  Eight  months  after  operation  she  had  no 
cough  and  no  sputum ; she  felt  much  stronger, 
and  had  gained  20  pounds  in  weight.  An'  X-ray 
of  the  chest  after  instillation  of  lipiodol  revealed 
the  space  once  filled  by  the  lower  lobe  to  be  filled 
by  expansion  of  the  upper  lobe  and  a rise  of  the 
paralyzed  hemidiaphragm. 

There  is  no  unanimity  of  opinion  as  to  the 
selection  of  the  proper  operative  procedure  in 
excising  diseased  lung  tissue  in  bronchiectasis. 
The  single-stage  procedure  may  be  used  in  select- 
ed patients,  provided  particular  attention  is  de- 


voted to  careful  hilar  dissection  with  individual 
ligation  of  the  blood  vessels  and  bronchi.  In  other 
patients  the  multiple-stage  method  may  be  not 
only  advisable  but  imperative. 

Much  progress  has  been  made  toward  the  solu- 
tion of  the  many  difficulties  encountered  in  ex- 
cision of  diseased  segments  of  lung  in  bronchiec- 
tasis. This  has  been  due  to  many  factors.  Im- 
provement in  diagnostic  procedures,  careful  se- 
lection of  patients,  proper  preoperative  and  post- 
operative care  of  patients,  repeated  bronchoscopic 
aspirations,  improvement  in  methods  of  anes- 
thesia, and  refinement  in  operative  technic  have 
all  been  responsible  for  the  reduction  in  mortality 
rate  from  50  per  cent  to  5 per  cent  in  the  last 

10  years.  Statistical  evidence  reveals  the  gratify- 
ing fact  that  complete  symptomatic  relief  may  be 
expected  in  a majority  of  patients  subjected  to 
lobectomy. 

Summary 

1.  Conservative  surgical  measures  are  inadequate 
in  the  treatment  of  well  established  bronchiec- 
tasis. 

2.  A case  of  bronchiectasis  treated  by  lobectomy, 
with  relief  of  symptoms  for  the  first  time  in 
twenty  years,  is  reported. 

3.  The  excision  of  diseased  lung  tissue  in  bron- 
chiectasis should  be  considered  more  frequent- 
ly as  a result  of  the  marked  reduction  in 
operative  mortality  rate. 
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Strabismus  Under  the  Social  Security  Program 

Howard  E.  Crawi-ord,  m.d. 

Hilo 


Since  1937  the  Hawaii  Territorial  Board  of 
Health,  using  funds  of  the  Social  Security  Pro- 
gram for  Services  to  Crippled  Children,  has 
sponsored  the  correction  of  eye  defects  (prin- 
cipally strabismus,  congenital  or  juvenile  cataract 
and  ptosis)  in  individuals  under  21  years  of  age 
belonging  111  the  indigent  or  semi-indigent  class. 
This  program  has  been  in  operation  for  two 
years  on  the  Island  of  Hawaii  and  this  paper  is 
an  attempt  to  analyze  our  results  as  they  apply 
to  strabismus  up  to  the  present  time. 

Certain  results  are  tangible  and  can  be  easily 
evaluated.  Improvement  of  vision  and  improve- 
ment of  the  angle  of  the  squint  can  be  measured 
quite  accurately.  Improvement  of  cosmetic  ap- 
pearance is  a very  real  factor,  but  cannot  be 
measured.  Increased  cooperation  of  the  patient's 
family  through  knowledge  of  successful  cases  is 
a valuable  achievement.  It  is  not  without  signi- 
ficance for  the  future  of  medicine  that  parental 
consent  formerly  very  difficult  to  obtain  is  now, 
since  the  institution  of  this  service,  a matter  of 
routine  in  most  instances.  There  is  no  question 
that  financial  considerations  played  a very  signi- 
ficant part  in  preventing  early  correction  of  stra- 
bismus. The  importance  of  this  delay  will  be 
apparent  later. 

This  series  covers  21  cases  operated  upon 
between  January  1939  and  January  1941.  Some 
of  these  are  too  recent  to  permit  evaluation  of 
the  permanent  results. 

The  degree  of  deviation  in  most  cases  is  given 
in  prism  diopters  as  determined  by  the  cover  test 
of  Duane!.  This  method  is  more  accurate  than 
measurement  on  the  arc  of  the  perimeter.  In 
certain  instances,  it  had  to  be  given  in  degrees 
from  the  perimeter  as  the  squinting  eye  did  not 
have  proper  fixation  and  the  cover  test  could  not 
he  used  accurately. 

Analysis  of  each  individual  case  is  given  in  the 
accompanying  table.  The  operations  used  in  the 


comitant  cases  were  all  resections  and/or  advance- 
ments when  increased  action  was  desired,  and  re- 
cessions where  limitation  of  action  was  indicated. 
It  is  not  within  the  scope  of  this  paper  to  discuss 
the  merits  of  other  procedures.  The  methods  used 
have  been  satisfactory  in  my  hands;  other  meth- 
ods will  doubtless  prove  equally  satisfactory  to 
other  surgeons. 

\ isual  improvement  in  these  cases  will  be  given 
first,  as  this  is  considered  the  most  important 
factor.  Xo  case  is  classified  as  improved  on  the 
basis  of  minor  increase  in  the  acuity  of  vision. 
There  were  10  cases  in  which  such  improvement 
could  he  expected.  The  others  either  had  good 
vision  in  each  eye,  that  is,  they  were  cases  of 
alternating  strabismus,  or  they  had  the  central 
vision  destroyed  in  the  squinting  eye  by  disease, 
in  which  case  no  improvement  could  he  antici- 
pated. In  five  of  these  10  cases  significant 
improvement  occurred,  one  returned  to  normal, 
and  one  lost  its  improvement,  the  squint  recurring 
due  to  the  child  losing  its  glasses.  Children  with 
vision  of  20/200  or  worse  showed  only  moderate 
improvement.  The  one  child  whose  vision  im- 
proved to  normal  had  vision  of  20/50  before 
operation  and  was  only  four  years  of  age.  One 
child  was  too  young  for  visual  acuity  tests  be- 
fore operation  for  a paralytic  squint  and  moved 
to  Kauai  shortly  after. 

The  second  factor  to  be  considered  is  improve- 
ment in  the  angle  of  the  squint.  Permanent 
improvement  in  this  angle  was  obtained  in  every 
case  but  one.  This  girl  had  loss  of  macular 
function  due  to  disease,  and  while  the  immediate 
post-operative  result  was  good,  the  angle  of 
squint  is  at  present  almost  the  same  as  at  the  time 
of  operation.  Ten  cases  had  no  strabismus  when 
last  measured.  One  child  had  a considerable  over- 
correction of  internal  strabismus  with  resulting 
external  strabismus  after  operation,  hut  this 
regressed  with  orthoptic  training  and  the  eyes 
are  now  straight.  Parenthetically,  it  may  he  stated 
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that  over-correction  of  internal  strabismus  is 
usually  not  a serious  matter  because  of  the 
great  power  of  convergence.  There  were  no  cases 
of  hypermetropia  requiring  surgery.  Surgery  on 
the  vertical  muscles  is  indicated  only  when  there 
is  weakness  of  a specific  muscle  or  muscles  and 
none  such  were  found  in  this  series.  There  was 
apparent  cure  of  the  angle  of  squint  in  50%  of 
the  cases. 

The  third  factor,  cosmetic  improvement,  can 
he  demonstrated  best  by  lantern  slides. 

1 lefore  going  further  with  the  discussion  of 
this  subject,  it  is  necessary  that  certain  points 
he  understood,  particularly  with  regard  to  un- 
ilateral. as  distinguished  from  alternating,  squint. 
W hen  one  eye  turns  in — for  practical  purposes 
we  need  only  consider  internal  strabismus  here — 
and  the  child  has  not  reached  the  age  where 
good  central  vision  has  become  established  in 
the  squinting  eye,  such  vision  will  never  he  es- 
tablished as  long  as  the  deviation  is  not  corrected, 
either  by  glasses,  surgery,  orthoptic  training  or 
a combination  of  two  or  all  of  these  measures. 
We  all  know  of  atrophy  caused  by  disuse  of  a 
muscle — this  is  not  the  same  as  atrophy  due  to 
non-use  of  the  macular  elements,  but  the  resembl- 
ance is  close  enough  to  illustrate  the  point. 
Furthermore,  if  the  eye,  up  to  the  age  of  six  years, 
has  been  turned,  recovery  of  useful  vision  is 
extremely  difficult  to  obtain  in  most  instances. 
This  condition  is  known  as  amblyopia  ex  anopsia. 

It  may  be  noted  in  the  accompanying  table  that 
only  two  of  the  children  in  this  series  were  under 

Name 


six  years  of  age.  hence  those  with  amblyopia  ex 
anopsia  had  it  well  established  and  great  visual 
improvement  could  not  he  expected.  This  is  where 
the  program  falls  down,  in  that  the  younger 
children  are  not  reached  and  their  deviation  cor- 
rected before  serious  amblyopia  develops.  To  find 
the  younger  child  some  plan  of  education  is  need- 
ed. Physicians  conducting  infant  and  pre-school 
examinations,  nurses  and  others  concerned  should 
be  informed  in  this  matter. 

Many  physicians  and  most  of  the  laity  believe 
that  a child  will  outgrow  a squint.  This  is  a very 
serious  drawback  to  its  early  correction.  Parents 
of  these  children  also  frequently  believe  the  child 
is  too  young  to  have  an  eye  operation.  This  is 
never  the  case  if  the  usual  indications  for  surgery 
have  been  established.  From  a practical  stand- 
point, such  indications,  excepting  in  paralytic 
cases,  can  seldom  be  determined  before  the  child 
is  two  years  of  age,  since  accurate  refraction  is 
seldom  possible  before  then,  and  without  it 
surgical  correction  can  only  be  haphazard. 
Glasses  will  frequently  correct  a convergent 
squint,  and  they  should  be  used  early,  for  after 
the  squint  has  become  established  and  suppression 
of  binocular  vision  has  occurred,  they  do  not 
do  much  good.  All  too  often  the  child  is  given 
glasses  which  do  not  cure  the  defect  immediately ; 
the  parents  feel  the  child  will  eventually  recover 
because  of  the  lenses,  further  treatment  is  de- 
layed. and  finally  they  get  used  to  the  presence 
of  the  strabismus  and  fail  to  have  anything 
further  done.  It  is  much  easier  to  get  patients 
to  correct  a new  defect  than  an  old  one. 


Age  Sex  Corrected 
rtsion 


Deviation 


Refraction  Operation 


Results  and  Remarks 


1-21-39:  Esophoria  7d  dis- 
tance, orthophoria  near. 
Diplopia  due  to  false  pro- 
jection. 

5-6-39:  Diplopia  disappear- 
ed. 

5-8-40:  Orthophoria  for  dis- 
tance & near  but  weakness 
of  left  external  rectus,  evi- 
dent on  turning  eyes  to  left. 

2-  F.H.  15  F 20/20  Lt  exotropia  CMA  1-18-39  2-11-39:  Exotropia  4d  dis- 

20/200  35d,  30d.  CHA  tance,  7d  near. 

Comitant.  Rx 

Macular 

choroiditis 

3.  A.K.  6 F 20/20  Lt  exotropia  H 3-31-39 

20/200  & hvpertropia,  Aphakia 

25°,  10°  for 
distance,  15°, 

5°  for  near. 

Comitant. 


Legend:  d —prism  diopter  '—degree  X— exotropia  E =esotropia 

H— hyperopia  V— vision  h—hypertropia  C=compound 

M —myopia  OD— right  eye  OS— left  eye  A —astigmatism 

Rx— lenses  prescribed 


9-30-40:  Exotropia  lOd  dis- 
tance. none  for  near.  Small 
cyst  of  conjunctiva  at  site  of 
incision  over  internal  rectus. 


G.Y. 

16 

M 20/25 

Alternating 

CHA 

20/30 

exotropia. 

Mixed  A 

Prefers  rt. 

Rx 

25d,  35d. 

Slides 

4d  Rh : False 

1 & 2 

projection. 

Comitant. 
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Xante 

hie  Sex 

Correeted 
1 ision 

Deviation 

Refraetion 

Operation 

Results  and  Remarks 

4.  A.P. 

10  F 

20/20 

Lt  exotropia 

H 

6-14-39 

8-26-40:  Poor  fixation  OS. 

20/200 

comitant 

4:50 

Ryes  appear  straight  near  & 

20°  on 

Rx 

distance.  At  times  appears 

perimeter. 

to  have  exophoria. 

Slides 

3 & 4 

5.  C.O. 

2 F 

P 

Lt  esotropia 

? 

6-16-39 

7-10-39:  Ryes  appeared 

Too 

Paralysis 

straight  in  primary  position. 

voung 

of  left 

Apparent  exophoria  '&  rt 

alxlucens. 

hyperphoria  for  distance. 

Slides 

Noncomitant 

Moved  to  Kauai. 

5 & 6 

6.  O.K. 

IS  F 

Fingers 

Rt  exotropia 

MA 

7-24-39 

1-18-41:  20d  exotropia  for 

at  2 ft. 

25d,  LH  of  lOd. 

Rx 

distance:  20d  exophoria  for 

20/30 

Comitant.  Old 
chorioretinitis. 

near. 

Slides 

7 & 8 

7.  N.S. 

6 F 

20/20 

Lt  esotropia 

CHA 

8-25-39 

10-10-39:  15d  of  exophoria 

20/200 

Paralysis 

Rx 

for  near.  Ryes  straight  ex- 

abducens. 

cent  on  looking  to  left. 

Contraction 

10-19-40:  Vision  improved  to 

Slides 

of  internal 

to  20/50  OS. 

9 & 10 

rectus. 

Noncomitant 

8.  G.P. 

6 F 

20/30 

Alternating 

H 

8-28-39 

2-8-41 : 5d  exophoria  for 

20/30 

exotropia. 
25d  for  near 
& distance. 
Comitant. 

No  Rx 

near,  none  for  distance. 

9.  K.U. 

9 F 

20/40 

Alternating 

M 

9-25-39 

11-14-39:  Orthophoria  for 

20/30 

exotropia 

CM  A 

distance,  exophoria  lOd  for 

35d.  40d. 

Rx 

near. 

Comitant. 

5-4-40:  Kxotropia  13d  dis- 
tance, 18d  near,  comitant. 
Left  hypertropia  3d  near,  4d 
distance.  Increases  with  eves 
down  & to  left.  Weakness  of 
left  inferior  rectus. 

10.  A.K. 

7 F 

20/30 

Lt  esotropia 

CHA 

10-13-39 

5-13-40:  Ryes  straight  for 

20/200 

20d  distance 

Rx 

distance  & near.  Good  range 

30d  near 

of  convergence  & divergence. 

Comitant. 

VOD  (20/15),  OS  (20/20). 
2-11-41:  Lost  glasses  last 

October.  Now  has  esotropia 
and  vision  20/200  in  left  eye. 
To  have  orthoptic  training. 

11.  P.G. 

7 F 

20/2S 

Lt  esotropia 

CHA 

10-13-39 

3-21-40:  Orthophoria  for 

20/30 

four  months 

Rx 

near  & distance.  VOD 

duration. 
35d  near. 

(20/20),  OS  (20/25) 

Slides 

40d  distance 

11  & 12 

Comitant. 

12.  J.C. 

11  M 

20/25 

Alternating 

CHA 

11-17-39 

12-6-39:  Ryes  straight  for 

20/25 

esotropia 

Rx 

near  & distance  with  glasses. 

30d  near  & 

10-24-40:  Esotropia  lOd. 

distance, 

right  hypertropia  lid.  Father 

Slides 

Rh  lOd. 

will  not  allow  glasses  to  he 

13  & 14 

Comit''"t 

worn. 

Legend : 

d —prism  diopter 

0 —decree 

A'= 

-.exotropia 

E —esotropia 

H =hvpcropia 

1 'revision 

h- 

hypertropia 

C —compound 

M — myopia 
Rx— lenses 

prescribed 

Ol)—ri(iht  eye 

OS 

—left  eye 

A — astigmatism 

26 


Hawaii  Medical  Journal 


September,  1941 


Name 


Age 


Sex 


Corrected 

Vision 


Deviation 


Refraction  Operation 


Results  and  Remarks 


13.  M.H. 

Slide® 

15,  16,  17 

4 

F 

20/50 

Rt  esotropia 
20d  distance 
40d  near. 
Comitant 

CHA 
No  Rx 

12-20-39 

2-7-40:  Exotropia  of  15d 

distance;  5d  near  at  times 
phoria  for  near.  Orthoptic 
training  started  but  could 
not  be  continued  because  of 
distance  of  patient  from 
Hilo. 

12:5-40:  No  phoria  for  dis- 
tance, only  2d  esophoria  for 
near.  Vision  OD  20/15,  OS 
20/15. 

14.  G.R. 

Slides 
18  & 

19 

7 

M 

20/400 

20/15 

Rt  esotropia 
30d  distance 
45d  near. 
Comitant 

H 

No  Rx 

3-1-40 

3-13-40:  E=10d  E'=15d 
(tropia). 

1-20-41:  E=10g  E'=10d 
(tropia)  VOD  20,  400 

15.  H.R. 

Slides 
20  & 

21 

8 

M 

20/13 
fingers 
at  4 ft. 

Lt  esotropia 
22°  on  peri- 
meter. 
Comitant 

H 

1.50 

6.50 
Rx 

3-1-40 

3-8-40:  Eyes  straight  for 

distance  & near.  Poor  fixa- 
tion. Cannot  use  prisms. 
1-23-41:  Orthophoria  for 

distance  & near  Vision  OS 
20/200. 

16.  R.R. 

Slides 
22  & 

23 

16 

M 

20/15 

20/15 

Alternating 
convergent 
comitant 
50d  distance 
35d  near. 

VH 

No  Rx 

4-12-40 

4-26-40:  E=12d,  Lh=4d  dis- 
tance; X'=2d,  Lh=3d  for 
near. 

1-29-41:  Esotropia  of  lOd  for 
distance;  E'=rO  Lh=5d  for 
near. 

17.  J.G. 

IS 

M 

20/300 

20/20 

Rt  esotropia  30° 
on  perimeter. 
Poor  fixation 
Weakness  of  rt 
external  rectus. 
Non  comitant. 

H 

CHA 
No  Rx 

5-25-40 

3-22-41:  VOD  20/400,  VOS 
20/25—.  No  squint  can  be 
measured  by  cover  test.  Fix- 
ation poor.  Appears  to  be  5° 
of  esotropia  on  perimeter. 

18.  T.H. 

Slides 
24  & 25 

15 

M 

20/20 

20/200 

Lt  esotropia 
35d  distance 
and  near. 

OS  macular 
degeneration 

CMA 

Rx 

Lt  high 
aniso- 
metropia 

6-14-40 

9-27-40:  Esotropia  of  15d 

distance,  20d  near.  Left 
hypertropia  of  5d  distance  & 
near. 

19.  M.S. 

17 

F 

20/15 

20/15 

Alternating 
exotropia 
X=47d,  LH=5d 
Phoria  for  near. 
Comitant. 

HA 
No  Rx 

9-11-40 

12-10-40:  Phoria  at  times  of 
30d.  Hyper  persists. 

20.  A.Y. 

9 

M 

20/20 

20/20 

Alternating 
convergent 
comitant 
E=20d,  E'=45d 
Left  hyperphoria 
5d  for  near. 

H 

No  Rx 

10-7-40 

10- 28-40:  Esotropia  15d  for 
near  & distance. 

11- 23-40:  Esotropia  lOd  for 
near  & distance.  Orthoptics 
not  practicable. 

21.  Y.F. 

7 

M 

20/30 

20/300 

Left  convergent 
Comitant 
30d  distance 
40d  near 

H 

No  Rx 

12-28-40 

12-31-40:  Eyes  appear 

straight  in  primary  position 
for  near  and  distance.  Eso- 
phoria of  5d  for  distance. 
1-30-41:  No  tropia  for  dis- 
tance or  near.  VOS  20/200. 

Legend:  d =prism  diopter 

H — hyperopia 
M — myopia 
Rx— lenses  prescribed 


° —degree 
V=vision 
OD— right  eye 


X— exotropia 
h—hypertropia 
OS=left  eye 


E — esotropia 
C — compound 
A —astigmatism 
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Discussion 

Forrest  J.  Pinkerton,  m.d. 

Dr.  Crawford  is  to  be  congratulated,  not  only 
on  his  excellent  work,  but  because  he  recognizes 
the  benefits  made  possible  to  a large  number  of 
people  who,  were  it  not  for  these  corrective  proce- 
dures, would  go  throughout  their  lives  with  a mal- 
position of  their  eyes. 

I agree  with  Dr.  Crawford  that  the  financial 
side  has  played  a significant  part  in  keeping  these 
patients  from  coming  to  us  for  assistance.  It 
seems  but  yesterday  that  ophthalmologists  were 
doing  eye  muscle  operations  in  only  a small  per- 
centage of  cases  needing  this  service.  Education 
and  progressive  attitudes  are  mainly  responsible 
for  the  desire  to  have  these  corrective  procedures 
done.  A few  years  ago  the  response  was  indif- 
ferent and  doubtful.  The  medical  profession  must 
assume  some  responsibility  for  the  backwardness 
of  a few  years  ago  and  even  today  parents  not 
infrequently  are  advised  by  their  family  doctor 
not  to  have  surgery  done,  to  wait  until  the  child 
is  seven,  eight,  nine  or  ten,  as  the  child  may  be 
expected  to  outgrow  the  condition  without  sur- 
gery. When  an  operation  is  finally  consented  to, 
the  most  we  can  expect  in  a large  percentage  of 
these  older  patients  is  cosmetic  improvement.  The 
deviating  eye  will  as  a rule  suffer  permanent  da- 
mage so  far  as  vision  is  concerned  and  this  is 
increasingly  true  the  older  the  child  becomes. 

No  child  is  too  young  to  permit  a reliable  find- 
ing and  correction  if  the  ophthalmologist  is  given 
an  opportunity  to  do  an  examination.  Glasses  may 
be  successfully  prescribed  as  early  as  one  year  and 
it  is  vital  that  the  refraction  be  done  under  atro- 
pine. The  examiner  can  reliably  ascertain  which 
patient  can  be  benefitted  by  glasses  and  which 
will  require  some  sort  of  surgery.  When  surgery 
is  decided  upon  it  should  be  done  soon. 

Dr.  Crawford  touched  upon  orthoptic  training. 
Surgery  alone  is  not  the  answer.  In  my  cases  as 
many  as  possible  are  kept  under  observation  and 
postoperative  training.  It  is  not  all  orthoptic  train- 
ing either.  By  constant  effort  we  make  both  child 
and  parent  eye  conscious.  The  kind  of  orthoptics 
I am  referring  to  is  far  from  the  racketeering 
which  the  profession  condemns.  Orthoptic  train- 
ing should  have  for  its  purpose  a sincere  desire 
get  as  much  as  possible  out  of  each  eye  and  the 
combined  use  of  both  eyes.  We  teach  them  to  fuse, 
to  develop  abduction  and  adduction.  Above  all  we 
try  to  teach  them  what  is  desirable  and  expected 
of  their  eyes.  We  teach  them  to  read  accurately 
and  carefully.  Because  so  many  of  these  patients 
read  poorly  they  are  unsure  of  themselves  and 


hesitant.  It  is  apparent  that  patient  sincere  effort 
in  training  is  as  necessary  as  the  most  perfect 
surgical  procedure.  In  this  respect  the  program  of 
the  Bureau  of  Crippled  Children,  in  my  opinion, 
has  not  adequately  done  its  job. 

I think  the  government  is  stretching  a point 
when  it  suggests  that  it  is  paying  an  adequate  fee 
for  this  service.  The  fee  for  the  surgical  procedure 
alone  is  small  considering  the  surgeons’  training 
and  ability,  and  while  in  private  practice  we  might 
not  expect  payment  from  this  same  class  of  patient 
it  has  always  irked  me  when  a social  service 
worker  claims  they  are  doing  the  whole  job.  In 
my  opinion  the  ophthalmologist  in  pre  and  post 
operative  cases  makes  a gratuitous  contribution 
equal  to  what  he  receives  for  the  surgical  proce- 
dure. I have  in  mind  many  cases  that  come  into 
the  office  twice  weekly,  not  for  weeks  but  months, 
for  education  and  muscle  training. 

I have  checked  over  96  case  records.  I have  used 
a modified  cinch  type  of  operation  in  many  of 
these  cases  and  a guarded  tenotomy  or  recession 
of  the  opposing  muscle  at  the  same  time.  Every 
one  of  these  patients  has  had  careful  and  repeat- 
ed refractions  under  atropine,  has  had  trial 
periods  of  orthoptic  training,  and  glasses.  The 
majority  of  these  patients  had  less  than  20°  squint, 
either  convergent  or  divergent.  The  remainder  had 
as  a rule  more  than  20°  squint,  of  one  type  or 
another,  which  criterion  I have  adopted  as  a guide 
in  determining  the  type  of  operation  to  perform. 
The  same  procedure  in  preoperative  and  post- 
operative care  is  followed  in  all  cases. 

Approximately  66%  of  my  cases  fall  in  the  age 
group  below  10  and  of  this  group  most  of  them 
are  between  the  ages  of  4 and  8.  This  indicates 
that  parents  are  seeking  correction  for  their  chil- 
dren at  an  earlier  age  than  a few  years  ago.  It 
would  be  more  certain  of  a more  perfect  result, 
not  only  as  to  fusion  and  vision,  but  a more  per- 
manent correction  as  well. 

You  may  get  the  idea  from  my  remarks  that 
I am  critical  of  the  program.  I am  critical  of  no 
part  of  it  except  the  assumption  on  the  part  of 
the  government  that  it  alone  is  paying  the  bill. 
The  fact  that  the  hospital,  operating  room  and 
supplies  while  in  the  hospital  are  paid  is  probably 
the  main  reason  why  patients  agree  to  early 
surgery.  In  this  respect  the  program  pays  in  full. 
The  fee  basis  for  cases  is  correct,  but  it  should  be 
flexible  enough  to  permit  latitude  in  its  applica- 
tion to  the  individual  patient  depending  on  the 
amount  of  work  done,  time  consumed  in  pre- 
operative care,  etc. 
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Watch 

Her 

Cosmetics! 


O need  to  risk  contributory  cosmetic  irritation. 
It  is  our  belief  that  Marcelle  Cosmetics  are  as  near  non-aller- 
genic  as  it  is  possible  to  make  cosmetics.  All  known  allergens 
and  cosmetic  irritants  have  either  been  omitted  or  reduced  to 
the  lowest  possible  minimum.  First  accepted  for  advertising  in 
the  Journal  of  the  American  Medical  Association  more  than 
eight  years  ago,  Marcelle  Cosmetics  are  routinely  prescribed 
by  many  physicians.  You,  too,  can 
prescribe  Marcelle  Cosmetics  with 
confidence. 


• Professional  samples  and  formulary  specify- 
ing ingredients  sent  upon  request. 

• All  Marcelle  products  available  in  Hawaii 
at.  . . HOLLISTER  DRUG  CO.,  HONOLULU 


HYPO- ALLERGENIC 

COSMETICS 


1741  North  We  stern  Avenue 


Chicago,  Illinois 


U.  S.  A. 


Dermatologic  Lesions  vs.  Syphilis 

Harold  M.  Johnson,  m.  d. 

Honolulu 


(Colored  Lantern  ! 

During  recent  years  color  photogiaphy  has 
been  accepted  for  teaching  purposes  in  the  main- 
land medical  schools.  It  has  been  a fairly  satis- 
factory method  in  demonstrating  detail  and  ob- 
jective findings  not  available  in  the  older  black 
and  white  photography. 

Since  Kodacnrome  and  Dufaycolor  came  into 
vogue  more  natural  color  transparencies  of  all  in- 


lde  Demonstration) 

aluminum  bar  10  in.  long  with  a 5/32  in.  hole 
in  center  for  the  ordinary  camera — Argus,  East- 
man or  Leica.  At  each  end,  this  bar  bends  up- 
wards 2/  in.  and  over  3 3/4  in.  to  clear  the 
barrel  of  the  lamps,  and  a swivel  joint  attaches 
an  “L”  4 in.  long.  At  the  back  of  the  “L”  are 
mounted  two  sockets,  each  holding  a General 
Electric  R-2  photo  flood  bulb.  The  sockets  are 
wired  together  to  a ten  foot  extension  cord  for 


Queens  Hospital  Photographic  Service 


teresting  and  unusual  cases  is  jxvssible.  Color 
photography  has  been  ideal  for  dermatological 
and  syphilologic  entities.  The  clearness  of  the 
lesions  with  natural  color  demonstrates  in  many 
cases  the  exact  replica  of  cutaneous  lesions.  The 
presence  of  pigmentation,  atrophy,  cicatrization 
versus  ulceration,  infiltration  and  papular-no- 
dular lesions  of  the  hypoderm,  can  be  present- 
ed to  the  observer  with  uncanny  accuracy. 

Artificial  light  is  probably  the  best  type  of 
illumination  for  taking  colored  pictures.  It  is 
necessary  with  artificial  light  to  have  flat  light- 
ing with  the  patient  equally  lighted  from  both 
sides  of  the  camera. 

Schiller  (1)  has  devised  a serviceable  appara- 
tus for  color  photography.  It  consists  of  an 


110  volts.  The  entire  apparatus  can  be  held  in 
the  hand  as  close  as  possible  to  the  patient,  or 
mounted  on  a tripod  or  table. 

When  ready  to  use,  the  camera  is  attached  to 
the  center  of  aluminum  bar,  the  lights  are  turn- 
ed on  and  the  reading  taken  on  the  exposive 
meter. 

During  the  recent  Territorial  Medical  meet- 
ing, the  author  demonstrated  colored  pictures 
illustrating  similarities  between  many  dermato- 
logic lesions  and  syphilis.  The  entire  series  of 
photographs  presented  was  taken  by  the  ap- 
paratus described. 

Reference 

1 Schiller.  Arthur  E. : Natural  color  photography  of 
the  skin.  Arch.  Dermal  and  Syph.  41 : 527-529,  1940. 
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Psychosis  With  Huntington's  Chorea 


CLINICO-PATHOLOGICAL  REPORT  OF  A CASE 
Richakd  DeMonbrun  Kepner,  m.  d. 

Kaneohe,  Oahu 


(ABSTRACT) 


Rarely  does  or.e  have  the  opportunity  to  study 
a patient  with  Huntington’s  chorea  clinically 
and  by  encephalography  and  later  to  correlate 
these  findings  with  those  demonstrable  at  ne- 
cropsy. Stone  and  Falstein  found  in  the  literature 
from  1841  to  1935  reports  on  the  pathology  of 
only  159  cases  of  Huntington’s  chorea  and  16 
cases  of  chronic  progressive  chorea.  It  seems 
worthwhile  therefore  to  report  a case  which  we 
were  fortunate  enough  to  be  able  to  study  re- 
cently. 

A clinico-pathological  study  of  a case  of  Hun- 
tington’s chorea  was  made  over  a period  of  21 
months.  The  patient  herself  gave  an  unconfirmed 
family  history  of  this  rare,  familial,  and  hereditary 
degenerative  disease  of  the  basal  ganglia  and  cere- 
bral cortex.  Characteristic  bizarre  jerking  cho- 
reiform movements  of  face,  trunk,  and  all  ex- 
tremities were  present.  Mental  changes  with  pa- 
ranoid delusions  and  some  deterioration  were 
present. 

Encephalographic  studies  suggested  (1)  mo- 


derate symmetrical  internal  hydrocephalus ; (2) 
questionable  x-ray  evidence  of  decrease  in  size 
of  the  caudate  nucleus  bilaterally,  more  marked 
on  the  left ; (3)  marked  localized  cortical  atrophy 
of  both  frontal  lobes. 

Significant  autopsy  findings  were:  (1)  mark- 
ed chronic  proliferative  hyperplastic  leptomen- 
ingitis ; (2)  marked  generalized  cortical  atrophy 
of  the  cerebral  hemispheres;  (3)  marked  localiz- 
ed atrophy  of  the  caudate  nucleus  and  putam^n 
bilaterally;  (4)  moderate  generalized  internal 
hydrocephalus.  There  was  no  evidence  of  cere- 
bral arteriosclerosis. 

Histopathological  examination  of  the  cau- 
date nucleus  showed  an  almost  complete  absence 
of  ganglion  cells,  the  few  remaining  ones  being 
mere  shadows.  There  was  much  round-cell  in- 
filtration, with  some  satellitosis  and  neurono- 
ohagia. 

Discussion  by 

Ralph  B.  Cloward,  M.D.,  Honolulu. 


A PRESEnilflG  FIVE  COUnCIL-flCCEPTED  PRODUCTS... 

SANDOZ 

GYNERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGiUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

DIGILANID* 

Chemically  pure  glycosides  from  digitalis  lanata.  It  is  stable,  constant  and  well 
tolerated. 

SANDOPTAL* 

A safe  and  effective  hypnotic.  Well  tolerated  even  by  the  aged. 

Literature  and  samples  on  request. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y.  San  Francisco,  Calif. 

* Trade  Marks  Reg.  U.  S.  Pat.  Off. 
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The  sulfonamide  compounds  continue  to  grow  in  importance. 
Three  separate  drugs  have  been  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  A.  M.  A.  Another  has  been  submitted  for  acceptance.  We  pre- 
sent on  this  page  the  “box  score’’  on  three  “sulfa”  drugs  now  in  widespread  use. 
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Sulfanilamide 

N.N.R. 

Sulfapyridine 

N.N.R. 

Sulfathlazole 

N.N.R. 

CHEMICAL  NAME 

(p-amino-benzene 

sulfonamide) 

(2-sulfanily  1 
aminopyridine) 

(2-sulfanily  1 
aminothiazole) 

SOLUBILITY 

in  100  cc.  of  water  at  37.5°  C. 

1480  mg. 

54  mg. 

96  mg. 

PHARMACOLOGY 

Absorption 

Relatively  uniform  and  rapid. 

Irregular  and  often  poor. 

Uniform — very  rapid. 

Distribution 

In  all  body  fluids. 

In  all  body  fluids. 

In  blood  but  poorly  in  other 
body  fluids. 

Excretion 

Rapid. 

Slower  than  Sulfanilamide. 

Rapid. 

Tendency  to  conjugation. 

Slight. 

Marked. 

Moderate. 

CHEMOTHERAPY 

★Preferred  Drug. 
eAlso  Effective. 

Colon  Bacillus 

★ 

Dysentery  Bacillus 

• 

Gonococcus 

• 

★ 

Lymphogranuloma  Venereum 

• 

• 

★ 

Meningococcus 

• 

★ 

• 

Pneumococcus 

★ 

★ 

Staphylococcus 

• 

★ 

Streptococcus 

★ 

• 

HOW  SUPPLIED  BY  SQUIBB 

Tablets 

S grain  in  bot.  of  100,  500, 
1000. 

TYi  grain  in  bot.  of  25,  100, 
1000. 

0.5  gram  in  bot.  of  50,  100, 
1000. 

0.5  gram  in  bot.  of  50,  100, 
500,  1000. 

Powder 

4 oz.  Rx.  bottle. 

5 gram  vials. 

Crystals 

1.0  gram  ampuls,  box  of  5 and 
25. 

5 gram  vials. 

Capsules 

0.25  gram  in  bot.  of  50,  100, 
1000. 

fpecify 

QUIBB 

ulfonamides 


When  you  think  of  SULFONAMIDES 

. . . think  of  SQUIBB 
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EDITORIALS 


“The  Bulletin  is  dead.  Long  live  the  Journal.” 

Establishment  of  the  Hawaii  Medical  Jour- 
nal signalized  by  fhe  appearance  of  this  Number 
1 issue  of  Volume  1,  should  not  be  considered  an 
end  in  itself — even  though  it  represents  the  ful- 
fillment of  an  aspiration  which  certain  members 
of  the  profession  have  long  kept  alive. 

This  is  a beginning,  rather  than  an  end  at- 
tained, and  it  behooves  the  staff  and  the  rest  of 
the  profession  to  pause  to  consider  of  what  it 
is  the  beginning — what  is  the  task  to  which  the 
career  of  the  Journal  must  be  dedicated  if  it  is 
to  justify  its  existence. 

Our  medical  friends  from  the  Mainland,  who 
from  time  to  time  have  visited  Hawaii,  have 
been,  with  a reassuring  degree  of  unanimity, 
most  complimentary  in  their  estimation  of  the 
quality  of  medicine  practiced  in  the  Islands,  and 
of  the  standards  maintained  by  the  profession 
of  Hawaii  as  compared  with  those  of  similar 
sized  population  groups  elsewhere  in  the  Unit- 
ed States.  With  justifiable  pride,  the  profession 
here  can  point  to  items  of  individual  and  group 
accomplishment  which  have  contributed  to  the 
well-being  and  progress  of  the  community.  More 
often  than  not,  however,  it  has  been  individual 
rather  than  collective  effort  which  has  won  re- 
sults— and  seldom  if  ever  has  the  full  force  of 
the  whole,  united  medical  profession  of  Hawaii 
been  exerted  to  the  full  measure  of  its  capabi- 
lities. 

Any  factor  which  tends  to  marshal  and  direct 
this  power  of  a united  profession  is  to  be  wel- 
comed, and  such  a factor  for  good  in  Hawaii, 
the  Journal  well  may  be. 

Knowledge  is  a source  of  power,  and  the  dis- 


semination of  knowledge  is  one  task  to  which 
the  Journal  is  dedicated, — not  especially  gener- 
alized knowledge  of  the  sort  which  can  be  gain- 
ed from  perusal  of  the  old  established  national 
medical  journals,  but  more  particularly  know- 
ledge pertaining  to  medicine  in  Hawaii,  that  all 
in  our  profession  here  and  others  who  may  care 
to  read  may  know  what  are  our  problems  and 
what  is  being  done  to  solve  them.  There  is  some- 
thing about  words  put  down  in  black  and  white 
on  paper  which  crystallizes  thought  and  makes 
usable  and  effective  ideas  which,  conveyed  by 
spoken  word,  escape  from  mind  and  memory 
all  too  soon. 

The  Journal  should  be  a medium  by  which 
the  minds  of  our  confreres  may  be  brought  into 
focus  on  problems  which  concern  us  all, — prob- 
lems having  to  do  with  better  standards,  better 
practice,  better  health  regulations,  better  laws. 
Too  much  of  the  thinking  for  the  profession  in 
the  past  has  been  done  by  too  few.  More  en- 
lightenment, more  interest,  more  opinions  should 
improve  the  quality  of  our  thought,  and  aug- 
ment the  effectiveness  of  our  influence. 

The  Journal  should  also  be  a means  through 
which  the  effective  participation  of  the  profes- 
sion in  community  tasks,  such  as  the  defense 
programs,  public  health  education,  and  com- 
municable disease  control,  may  be  improved.  In 
such  matters,  through  lack  of  information,  the 
efforts  of  doctors  fully  willing  to  put  their 
shoulders  to  the  wheel,  have  not  been  fully  uti- 
lized. 

If  to  the  betterment  of  the  profession,  and  to 
the  betterment  of  Hawaii,  the  efforts  of  the 
present  and  future  editorial  staffs  are  dedicated, 
the  success  of  the  Journal  is  assured. 
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A SUGGESTED  PLANTATION  HEALTH 
COOPERATIVE  PLAN 

An  essential  factor  in  a truly  cooperative  plan 
is  a consciousness  in  those  who  would  cooper- 
ate of  the  need  for  cooperation,  and  the  assump- 
tion of  the  initiative  by  the  potential  coopera- 
tors. 

When  the  cooperative  is  the  brain  child  of  an 
outsider,  whether  this  be  an  employer  or  a “so- 
cially minded’’  third  party  with  or  without  a 
personal  axe  to  grind,  the  essential  factor  of 
true  cooperation  is  likely  to  be  lacking. 

One’s  personal  health,  even  in  these  days  of 
diminishing  individualism,  is  usually  considered 
to  be  one’s  own  personal  business,  with  certain 
exceptions  which  exist  for  good  and  sufficient 
reasons ; and  the  time-honored  relationship  be- 
tween the  patient  and  Lis  doctor  is  one  not  light- 
ly to  be  foregone,  or  one  to  which  even  the  most 
paternalistic  employer  should  be  freely  admit- 
ted, since  such  admission  sometimes  brings  into 
the  picture,  with  conflict,  factors  which  might 
be  good  for  the  employer  but  not  for  the  em- 
ploye or  vice  versa. 

The  definition  of  purpose  as  stated  in  the  sug- 
gested Plantation  Health  Cooperative  Plan  pro- 
spectus at  hand  would  seem  to  assume  that  “ade- 
quate and  complete  health  protection  to  all  plan- 
tation employes  who  are  earning  more  than  $100 
a month”  is  not  now  available.  This  is  open  to 
question, — if  true,  we  hadn’t  noticed  it, — but  it 
appears  that  no  more  adequate  or  complete  health 
protection  is  to  be  offered, — just  the  same  old 
set-up  but  at  cut-rate  fees. 

The  “need”  does  not  appear  to  be  overpower- 
ing. The  refusal  of  some  employes  earning  $90 
a month  to  accept  a raise  because  if  they  received 
more  than  $100  a month  they  would  have  to 
pay  for  medical  attention  is  an  intriguing 
thought  and  one  which  might  suggest  need  for 
psychiatric  service;  but  under  the  plan  proposed 
the  same  obligation  would  obtain,  even  though  a 
cheap  service  is  contemplated. 

As  for  employes  not  availing  themselves  of 
present  available  services  and  neglecting  minor 
injuries  and  diseases  because  of  the  expense,  is 
there  really  any  evidence  of  this?  More  than  a 
casual  and  unsupported  statement  that  “these 
factors  tend  to  break  down  morale  and  decrease 
efficiency”  is  needed  to  convince.  There  are  peo- 
ple still  who  believe  that  paternalistic  devices  do 
more  to  impair  efficiency  and  morale  than  situa- 


tions which  require  that  a man  stand  on  his  own 
two  legs  and  reap  the  consequences  of  his  own 
misdeeds  or  neglect.  And  after  all,  if  it  is  really 
a question  of  improving  morale  and  efficiency, 
aren’t  the  plantation  doctor’s  fees  a peculiar  point 
of  departure? 

The  plan  offers  nothing  new  except,  (l)  a fix- 
ed charge  per  month  which  is  advantageous  in 
that  it  permits  the  bread  winner  to  budget  for 
health  .needs,  and  (2)  (and  here  is  the  “come- 
on”),  cheaper  medical  care.  Now,  in  medical 
care  as  in  groceries,  or  clothing  or  automobiles,  a 
cheaper  cost  is  always  reflected  in  cheaper  qual- 
ity. In  all  the  studies  that  have  been  made  of  the 
costs  of  medical  care,  there  are  no  data  to  bear 
out  the  assumption  that  the  costs  of  good  medi- 
cal care  are  exorbitant  or  that  doctors  by  and 
large  are  overpaid.  Good  equipment,  good  ma- 
terials, good  diagnostic  equipment  and  proce- 
dure, and  good  treatment  are  expensive.  Yet  every 
scheme  for  correcting  the  cost  of  medical  care 
eventually  gets  around  to  the  proposal  to  cut  the 
physicians’  fees, — and  so  it  is  with  this  inspired 
cooperative.  When  all  is  said  and  done,  it  boils 
down  to  the  same  hospitals,  the  same  patients, 
and  the  same  doctors — but  working  for  lower 
fees.  And  with  that  the  case,  had  the  doctors  the 
patience  of  Job,  the  honesty  of  the  man  Diogenes 
couldn’t  find,  and  the  willingness  of  a horse, 
the  quality  of  their  service  will  inevitably  be  af- 
fected adversely  with  the  shrinkage  of  their  fees. 

When  plantation  physicians  are  required  to 
work  for  lower  fees  at  a time  when  most  of  them 
are  lying  awake  nights  thinking  about  next 
year’s  taxes  and  what  is  happening  to  their  own 
“social  security”  and  that  of  their  children,  the 
natural  consequence  will  be  precisely  what  hap- 
pens whenever  compensation  for  anything  is 
reduced  : a poorer  product. 

The  prospectus’  author  (see  paragraph  on 
“Objections  to  Low  Fee  Schedule”)  recognizes 
need  for  a “psychological  drive  to  stimulate  the 
doctor  to  give  the  very  best  treatment  in  order 
to  attract  clients”  but  not  to  the  extent  of  main- 

There  is  much  dissembling — much  avoidance 
of  permitting  a spade  to  be  called  a spade — in  the 
paragraphs  entitled  “Possible  Difficulties.” 
When  reduced  fees  reach  a doctor’s  pocket  it 
doesn’t  make  much  difference  to  him  whether 
they  are  “competitive  fees”  (which  of  course 
they  are)  or  “merely  cost  allowance  to  a doctor 
and  hospital  as  a bookkeeping  item  of  a private 
corporation  making  a health  cooperative  plan 
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and  hospital  as  a bookkeeping  item  of  a private 
corporation  making  a health  cooperative  plan 
function.”  There  is  something  of  the  aroma  of 
sharp  practice  in  the  suggestion  that  the  fee 
schedule  must  not  be  announced  as  a fee  sched- 
ule but  as  a company  (sic)  allowance  which 
amounts  to  a “salary  to  a doctor,”  but  which 
mustn’t  be  called  a salary  because  of  the  afore- 
mentioned essential  “psychological  drive.” 

This  same  compliance  without  compliance  is 
noted  in  the  paragraph  on  “free  choice  of  phy- 
sicians.” To  be  sure  the  employes  can  have  free 
choice  of  physician, — but  with  a penalty. 

Then  there  is  the  question  of  “abuses  by  pri- 
vate physicians  and  by  clients”  and  therein  the 
revealing  implication  of  “or  else”  which  is  the 
joker  in  every  cooperative  scheme  where  the  ini- 
tiative does  not  arise  with  the  cooperators. — “the 
member  has  his  job  at  the  (pleasure  of  the  ?) 
plantation  manager  and  therefore  would  hardly 


want  a reputation  of  abusing  something  that  is 
for  the  benefit  of  all.” 

The  medical  profession  has  no  objection  to — 
in  fact,  it  has  favored — trul).  cooperative  efforts 
to  distribute  the  cost  of  medical  care,  to  make 
possible  budgeting  in  advance  for  the  cost  of  ill- 
ness, especially  of  the  catastrophic  type. 

If  employes  of  a manufacturing  plant,  a busi- 
ness, or  a plantation,  or  if  any  group  of  individuals 
feel  the  need  for  such  a cooperative  effort  and 
if  they  initiate  it,  and  organize  it  and  make  their 
arrangements  with  the  medical  profession  for 
care  conforming  to  principles  which  will  safe- 
guard the  quality  of  medical  care  and  the  excel- 
lence of  medical  practice,  all  well  and  good. 

But  employer-conceived  and  employer-admin- 
istered “cooperation”  provokes  the  suspicion 
that  the  health  and  welfare  of  employes  is  not 
all  that  is  at  stake;  and  when  the  first  prospec- 
tus of  such  a plan  has  nothing  to  offer  but 
"cheap  medicine”  and  a hint  of  “take  it  or  else,” 
it's  time  to  reach  for  the  brakes. 


While  The  Journal  disapproves  in  detail 
(though  not  necessarily  in  spirit)  of  the  planta- 
tion medical  plan  reproduced  elsewhere  in  this 
issue  and  commented  upon  above,  we  feel 
strongly  that  free  and  open  discussion  of  this 
and  similar  matters  is  highly  desirable.  This 
situation  is  a critical  one.  Whatever  step  is 
taken  now  will  form  the  pattern  of  a large  part 
of  medical  practice  in  Hawaii  for  years  to  come, 
and  will  affect  not  only  the  plantation  physi- 
cians, but  physicians  in  private  practice  through- 
out the  Territory  as  well.  We  therefore  urge 
every  physician  to  study  the  plan  carefully  and 
send  us  an  expression  of  opinion  regarding  it, 
whether  favorable  or  critical.  No  communi- 
cation will  be  published  without  the  author’s 
specific  permission. 

“ . . . In  auscultating  the  sounds  of  the  heart 
in  some  individuals  still  labouring  under  or  con- 
valescing from,  acute  articular  rheumatism,  I 
was  not  a little  surprised  to  hear  a strong  file, 
saw,  or  bellows  sound ; such  as  I had  often  met 


with  in  chronic  or  organic  induration  of  the 
vales,  with  contraction  of  the  orifices  of  the 
heart.  Now  nobody  would  suspect  an  affection 
of  this  kind  amongst  the  majority  of  persons  who 
suffered  with  rheumatism  and  were  submitted 
to  our  examination.  Many  of  them  were  for  the 
first  time  affected  with  articular  rheumatism, 
and  had  hitherto  enjoyed  the  most  perfect  health. 
I then  called  to  mind  other  cases  of  acute  disease 
of  the  heart,  during  which  I had  heard  the  bel- 
lows and  file  sounds,  and  I resolved  to  explore, 
attentively,  the  heart  and  its  functions  in  all 
those  affected  with  rheumatism  whom  I should 
meet  with.  Thanks  to  this  exploration,  I soon 
discovered  that  an  acute  affection  of  the  heart, 
in  cases  of  acute  articular  rheumatism  associat- 
ed with  violent  fever,  was  not  a simple  accident, 
a rare  or  as  it  were  a fortuitous  complication, 
but  in  truth  a most  usual  accompaniment  of  this 
disease.” 

— Bouilleaud,  Jean  B.  (1796-1881) 
Xouvcllcs  rcchcrchcs  sur  Ic  rkcumatisme  articulaire 
Paris,  1836 
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PROGRESS  IN  INTERNAL  MEDICINE 


TYPHUS  VACCINE 

After  a great  many  mistakes  and  false  starts, 
there  is  finally  available  commercially  an  ef- 
ficient prophylactic  inoculation  against  endemic 
typhus  fever.  The  Rickettsia  are  grown  in  the 
lungs  of  rats  according  to  the  method  of  Casta- 
nada,  and  three  subcutaneous  injections  of  the 
formolized  vaccine  are  given.  The  dose  is  cc. 
followed  in  a week  by  1 cc.  and  after  another 
week  by  1 cc.  It  is  stated  by  the  manufacturers, 
Eli  Lilly  and  Co.,  that  there  is  little  or  no  gen- 
eral reaction. 

It  is  not  even  suggested  that  such  a measure 
is  worthy  of  widespread  application  throughout 
the  community,  but  for  individuals  who,  by  the 
nature  of  their  occupation  or  environment,  are 
more  than  ordinarily  exposed  to  the  danger  of 
contracting  typhus  from  contact  with  rats  or 
fleas,  it  might  well  be  worthwhile. 

egg-white  for  cancer? 

Biotin  (Vitamin  H,  Coenzyme  R,  or  the  an- 
ti-egg- white-injury  factor)  has  been  found  to 
be  an  absolute  necessity  for  the  normal  vital 
functions  of  more  types  of  plants  and  animals 
than  any  other  coenzyme  or  vitamin  so  far  dis- 
covered. Practically  all  bacteria  are  unable  to 
live  without  it.  West  and  Guadlum  (Science 
93  :525  (May  30)  1941)  have  recently  announced 
that  practically  all  tumors  contain  a much  higher 
biotin  content  than  the  normal  tissues  of  the  in- 
dividual in  which  the  tumor  is  growing.  It  is 
suggested  by  Lawrence  (Science  94:88  (July 
23)  1941 ) that  the  overfeeding  of  egg-white  to 
individuals  afflicted  with  malignant  neoplasms 
might  well  result  in  serious  damage  to  the  can- 
cer cells  because  of  the  destruction  of  biotin 
which  would  rapidly  result  from  the  overdosage 
with  egg-white.  Since  biotin  seems  to  be  in  the 
neoplastic  cell  itself,  this  might  well  have  an 
action  upon  the  cells  analogous  to  that  of  Coley’s 
fluid.  So  far  it  is  only  a nebulous  hypothesis  but 
it  is,  perhaps,  one  step  ahead  in  our  knowledge  of 
cancer  which  may  utimately  lead  to  its  complete 
control. 


THIAMIN  FOR  TOXEMIAS  OF 
PREGNANCY? 

J.  E.  Ay  re  (Canad.  M.  A.  J.  44:575  (June) 
1941 ) suggests  that  large  doses  of  thiamin  may 
well  serve  as  an  antagonist  to  the  excessive  pro- 
gesterone content  of  the  blood,  one  possible  fac- 
tor in  the  endocrine  imbalance  that  may  cause 
the  toxemias  of  pregnancy. 

SPOILED  SWEET  CLOVER 

Drs.  H.  R.  Butt,  E.  Z.  Allen,  and  J.  L.  Boll- 
man  of  the  Mayo  Clinic  report  trials  of  a new 
chemical  derived  from  spoiled  sweet  clover 
which  very  much  resembles  heparin  in  its  action. 
It  is  a compound  of  coumarin,  and  was  original- 
ly isolated  and  prepared  by  Prof.  Carl  P.  Link 
at  the  University  of  Wisconsin.  It  has  many  ap- 
parent advantages.  It  is  efficacious  when  given 
by  mouth  and  its  action  is  very  prolonged;  also, 
it  is  extremely  cheap.  Attention  was  invited  to 
the  substance  because  it  was  found  to  be  respon- 
sible for  a very  serious  bleeding  disease  of  cat- 
tle who  had  eaten  spoiled  sweet  clover. 

SOLUTION  SODIUM  ASCORBATE  FOR 
INTRAVENOUS  ADMINSTRATION 
OF  VITAMIN  C 

For  patients  who  are  severely  ill  or  with  ab- 
normal requirements  of  vitamin  C such  as  are 
connected  with  surgical  procedures,  and  for  pa- 
tients with  poor  utilization  or  faulty  absorption 
of  this  vatmin,  E.  R.  Squibb  & Sons  now  sup- 
ply Solution  Sodium  Ascorbate  for  intravenous 
administration.  Made  from  the  sodium  salt  of 
pure  synthetic  ascorbic  acid  (vitamin  C),  Solu- 
tion Accorbate  contains  per  1 cc.  an  amount 
equivalent  to  100  mg.  of  ascorbic  acid  (2,000 
U.  S.  P.  XI  units  of  vitamin  C). 

The  average  dose  of  Solution  Sodium  Ascor- 
bate is  1 cc.,  equ  ivalent  to  100  mg.  ascorbic  acid. 
(One  clinician  reports  giving  as  high  as  10,000 
mg.,  10  grams,  intravenously  in  a single  dose  to 
an  adult.)  The  Squibb  leaflet  on  this  product 
gives  suggested  dosages  in  infantile  scurvy, 
severe  adult  scurvy,  capillary  fragility  and  sur- 
gical patients. 

S.  E.  Doolittle,  M.D. 
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RECENT  ADVANCES  IN  SURGERY 


THE  TREATMENT  OF  FRESH 
TRAUMATIC  WOUNDS 

Wars  have  repeatedly  stimulated  an  interest 
in  the  treatment  of  fresh  traumatic  wounds. 
This  war  is  no  exception  and  a wealth  of  ma- 
terial has  been  written  to  date.  Important  ob- 
servations made  during  the  Napoleonic  wars  are 
still  used  and  it  is  doubtful  if  some  will  ever  be 
replaced.  Much  that  has  been  written  during 
the  past  year  is  simply  an  elaboration  of  these 
fundamental  principles.  In  the  present  conflict, 
speed  of  transportation  has  enabled  the  surgeon 
to  receive  the  majority  of  wounds  within  the 
period  of  contamination  (seven  hours)  during 
which  a primary  suture  can  be  safely  attempt- 
ed. Recognition  of  the  importance  of  attack- 
ing woulds  involving  nerves,  tendons,  bone,  or 
those  which  may  have  pierced  body,  cavities,  only 
in  the  operating  room,  is  now  universal. 

First  Aid 

With  the  present  popular  demand  for  first-aid 
teaching,  a correct  understanding  of  wound 
healing  is  necessary.  The  universal  use  of  an- 
tiseptic substances  injurious  to  living  cells  can- 
not be  too  strongly  condemned.  No  substance 
superior  to  soap  and  water,  for  mechanical 
cleansing  of  the  wound,  has  as  yet  been  demon- 
strated. 

Proper  evaluation  of  the  general  condition  of 
the  patient  is  the  most  important  factor  in  first- 
aid  work.  Control  of  hemorrhage  by  a sterile 
local  pressure  dressing  has  been  shown  to  be 
superior  to  the  tourniquet.  Seldom  does  one  see 
a wound  in  which  bleeding  cannot  be  controlled 
by  a pressure  dressing. 

It  has  been  repeatedly  demonstrated  that 
wounds  involving  nerves,  tendons,  important 
blood  vessels,  bone  or  body  cavities  should  be 
strictly  left  alone.  They  should  be  covered  with 
a simple  sterile  dressing,  immobilized  and  sent 
to  a main  operating  room  where  satisfactory 
toilet  of  the  wound  may  be  carried  out.  The 
great  temptation  in  first-aid  is  to  4°  too  much 
rather  than  too  little. 

Shock  and  Replacement 
Therapy 

1 lie  most  important  factor  in  the  treatment 


of  an  extensive  wound  especially  the  crushing 
injury,  is  the  proper  evaluation  of  the  general 
condition  of  the  patient.  Experimental  work 
in  recent  years  substantiates  the  theory  that  the 
primary  objective  in  the  treatment  of  traumatic 
shock  is  the  restoration  of  blood  volume.  This 
reduction. in  blood  volume  is  caused  chiefly  by- 
hemorrhage  and  by  loss  of  plasma  either  local- 
ly at  the  site  of  injury  or  generally  as  a result 
of  increased  capillary  permeability.  The  most 
effective  way  to  permanently  restore  blood  vol- 
ume is  by  the  use  of  whole  blood  or  plasma. 
Plasma  is  preferable  because  a unit  volume  sup- 
plies more  osmotically  active  protein  than  does 
whole  blood.  During  war  the  more  readily  pre- 
servable  plasma  is  better  adapted  to  cope  with 
complicating  circumstances.  Dried  plasma  may 
eventually  replace  the  sterile  liquid  plasma  be- 
cause of  ease  of  preservation.  The  reduction  in 
mortality  rate  by  the  proper  replacement  therapy 
has  been  the  most  gratifying  advancement  in 
the  treatment  of  major  wounds  in  the  past  de- 
cade. 

Prevention  of  shock  by  relief  ot  pain,  cor- 
rection of  dehydration,  warmth  and  immobiliza- 
tion is  also  important. 

Debridement  and  Wound  Suture 

Four  hundred  years  ago  Pare  first  advocated 
the  fundamental  principle  of  wound  treatment 
now  commonly  known  as  “debridement.”  This 
term,  coined  during  World  War  I,  means  the 
removal  of  foreign  bodies  and  debris,  and  the 
prevention  of  necrosis  or  elimination  of  necrotic 
tissue.  When  properly  done  within  the  first 
seven  hours  and  followed  by  irrigation  with 
copious  amounts  of  saline,  primary  wound  heal- 
ing can  be  expected  in  a majority  of  cases. 

W ounds  are  now  closed  without  drainage  and 
if  closure  without  tension  is  impossible,  relaxa- 
tion incisions  or  skin  grafts  are  used.  The 
tenets  laid  down  by  Halsted  a half  century  ago 
are  now  universally  practiced.  Fine  non-ab- 
sorbable  suture  materials  of  cotton,  silk  or  stain- 
less steel  wire  are  gradually  replacing  catgi 
Clinical  appraisal  as  well  as  experimental  woi 
has  shown  the  superiority  of  non-absorbable 
over-absorbable  suture  material.  An  interesting 
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study  made  by  Faris  in  which  he  used  the  an- 
terior chamber  of  the  rabbit’s  eye  to  study  re- 
action to  various  types  of  suture  material,  reveal- 
ed little  or  no  reaction  to  silk,  cotton  and  stain- 
less steel  wire  and  marked  reaction  to  catgut. 

Sulfonamides 

An  attempt  to  prevent  infections  in  wounds 
was  made  by  local  implantation  of  sulfanilamide 
following  the  good  results  obtained  in  treating 
streptococcus  infections  with  the  drug  orally. 
Key  made  quite  an  extensive  study  of  its  use  in 
compound  fractures  after  thorough  debridement, 
designed  to  indicate  whether  local  sulfonamide 
implantation  would  interfere  with  wound  heal- 
ing. He  found  that  the  introduction  of  these 
drugs  in  compound  fracture  wounds  before 
closure,  in  the  joints  and  serous  cavities,  pro- 
duced no  significant  alterations  in  the  character 
of  wound  healing.  Wound  irritation  was  least 
apparent,  however,  with  sulfanilamide,  and  they 
attribute  this  to  the  fact  that,  being  soluble,  this 
drug  produces  less  foreign-body  reaction  than 
the  comparatively  insoluble  sulfapyridine  and 
sulfamethylthiazol. 

Russel  and  Falconer  showed  that  the  applica- 
tion of  powdered  sulfanilamide  to  the  rabbit’s 
brain  does  not  cause  any  appreciable  damage  to 
the  tissue.  Throckmorton  demonstrated  the 
local  application  of  sulfanilamide  to  the  rat’s 
peritoneum  to  be  innocuous.  In  the  same  ex- 
periment sulfapyridine  produced  sufficient  peri- 
toneal injury  and  local  inflammation  to  bring 
about  its  rapid  walling  off  and  subsequent  un- 
certain solution.  There  was  delayed  absorption 
of  sulfathiazole  and  immediate  foreign  body  re- 
action. 

■Many  authors  have  noticed  delayed  wound 
healing  following  the  use  of  sulfathiazole,  pre- 
sumably because  of  its  insolubility. 

Generally  reports  concerning  this  direct  frontal 
attack  on  the  problem  of  wound  infections  have 
been  both  enthusiastic  and  disparaging.  How- 
ever most  of  the  reports  have  been  devoted  to  a 
clinical  appraisal  of  the  subject.  From  a survey 
of  these  reports  and  from  observation  of  wounds 
in  which  the  various  sulfonamides  have  been 
used,  it  is  probably  accurate  to  report  that  sul- 
fanilamide is  superior  to  sulfathiazole  and  sul- 


fapyridine. The  latter  two  are  not  suitable  for 
local  application  because  of  their  non-absorbable 
characteristics  and  subsequent  deterrent  to  pro- 
per wound  healing. 

Whatever  the  ultimate  outcome  to  this  fas- 
cinating subject,  a word  of  caution  is  in  order. 
Surgeons  should  not  develop  a false  sense  of 
security  in  using  this  drug  and  neglect  certain 
fundamental  principles  in  the  treatment  of 
wounds,  which  still  remain  the  most  important 
factors  in  obtaining  primary  wound  healing. 
No  procedure  has  as  yet  been  devised  which  will 
replace  careful  hemostasis,  gentleness  to  tissue, 
meticulous  debridement,  the  use  of  fine  suture 
material  and  proper  immobilization.  The  local 
use  of  sulfanilamide  should  be  used  only  after 
all  the  above  tenets  have  been  fulfilled. 

Immobilization  of  Wounds 

Baron  Larrey  emphasized  the  importance  of 
immobilization  of  wounds  several  hundred  years 
ago.  Although  many  surgeons  have  utilized  this 
important  principle  for  many  years,  interest  in 
it  has  only  recently  been  revived. 

Trueta  demonstrated  its  value,  during  the  re- 
cent Spanish  Civil  War.  Immobilization  of  soft 
tissue  wounds  has  proven  to  be  just  as  valuable 
as  it  is  in  wounds  involving  broken  bones. 

General  Treatment  of  Patient 

Correction  of  deficiencies  of  plasma,  protein, 
fluids,  electrolytes  and  vitamins  has  greatly  aid- 
ed wound  healing. 

Rogers  Lee  Hill,  M.D.,  Honolulu. 


QUEEN’S  HOSPITAL  TO  RECEIVE 
FEDERAL  ALLOCATIONS 

Word  has  been  received  from  the  Federal 
Works  Agency  Administrator  that  $250,000  has 
been  granted  to  Queen’s  Hospital  for  the  build- 
ing of  a wing  to  contain  not  less  than  100  beds. 
This  allocation  covers  construction  costs  only; 
the  hospital  is  required  to  provide  the  funds  for 
furnishings  and  equipment. 

Queen’s  Hospital  has  also  received  an  alloca- 
tion from  the  Surgeon  General’s  appropriation 
for  increasing  the  School  of  Nursing  by  25  ad- 
ditional students.  This  will  bring  the  student  roll 
up  to  100. 
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LEPROSY  IN  HAWAII:  I 


ADMINISTRATION 


On  January  3,  1865,  a law  to  prevent  the 
spread  of  leprosy  was  passed  by  the  legislature 
of  the  Kingdom  of  Hawaii  under  the  reign  of 
King  Kamehameha  V.  Compulsory  segregation 
of  all  leprous  patients  was  inaugurated,  and  this 
method  of  control  has  been,  and  still  is,  in  force. 
Between  1865  and  1941  about  8232  leprous  pati- 
ents have  been  isolated  at  Kalihi  Hospital  in  Ho- 
nolulu and  Kalaupapa  Settlement,  on  the  Island 
of  Molokai.  Over  4000  of  these  occurred  in  the 
25-year  period  previous  to  1890  and  about  4232 
in  the  past  51  years.  The  fact  that  it  required  51 
years  to  accumulate  about  the  same  number  of 
leprous  patients  as  were  found  during  the  first 
25  years  of  the  existence  of  the  segregation  law, 
seems  to  indicate  that  compulsory  isolation  has 
played  an  important  part  in  reducing  the  inci- 
dence of  leprosy.  During  the  past  10  years  the 
number  of  new  cases  found  in  each  year  has  been 
as  follows : 


1931-1932  

60 

1930-1937  

51 

1932-1933  

63 

1937-1938  

46 

1933-1934  

63 

1938-1939  

35 

1934-1935  

48 

1939-1940  

38 

1935-1936  

50 

1940-1941  

32 

Prior  to  1931  leprosy  administration  was  in 
the  hands  of  the  Board  of  Health.  For  various 
reasons  the  Legislature  of  1931  caused  a change 
to  be  made  in  the  administration  of  affairs  per- 
taining to  leprosy  and  created  the  Board  of  Hos- 
pitals and  Settlement  with  all  the  powers  here- 
tofore vested  in  the  Board  of  Health.  The  Board 
of  Hospitals  consists  today  of  five  members  ap- 
pointed by  the  Governor  for  terms  of  four  years. 
The  present  members  are  H.  A.  Walker  (chair- 
man), W.  H.  Mclnerny,  G.  N.  Rothwell,  T.  M. 
Mossman,  M.  D.,  and  F.  Alsup,  M.  D.  The  Board 
appoints  a general  superintendent,  who  at  pre- 
sent is  H.  A.  Kluegel,  to  supervise  the  various 
divisions — the  Out-Patient  Dispensary,  Kalihi 
Hospital,  Kalaupapa  Settlement,  and  the  Main 
Adiministrative  Office. 

The  Out-Patient  Dispensary.  This  dispensary 
provides  the  medical  services  for  the  Board.  All 
suspects  of  leprosy  are  examined  here  for  of- 
ficial certification.  In  addition,  temporarily  re- 
leased patients,  permanently  or  temporarily  re- 


siding on  Oahu,  and  relatives  and  children  of  any 
patient  of  the  Board  may  receive  medical  exa- 
mination and  treatment  at  this  office.  The  dis- 
pensary is  located  at  282  North  Kukui  Street 
and  is  administered  by  the  Board’s  Physicians, 
Drs.  James  T.  Wayson  and  Edwin  K.  Chung- 
Hoon. 

The  leprosy  suspect  makes  his  first  contact 
with  the  Board  of  Hospitals  and  Settlement  at 
this  office,  where  the  disease  is  diagnosed  and 
the  new  case  of  leprosy  is  officially  certified. 
There  are  only  two  methods  whereby  a person 
may  be  diagnosed,  legally,  as  being  afflicted 
with  leprosy : by  a legally  constituted  board  of 
three  physicians,  one  of  whom  is  the  patient’s 
choice,  the  second  is  chosen  by  the  Board  of  Hos- 
pitals and  Settlement,  and  the  third  by  the  Ha- 
waii Territorial  Medical  Association;  or  by  the 
Board’s  Physicians,  if  the  patient  waives  exa- 
mination by  the  board  of  three  physicians.  Dur- 
ing the  fiscal  year  ending  last  June  30th,  2104 
persons  were  examined  by  the  Board’s  Physi- 
cians, 32  of  whom  were  new  cases  of  leprosy. 

Kalihi  Hospital.  The  law  allows  the  new  lep- 
rous patient  five  days  after  certification  to  close 
his  business  affairs  before  entering  the  hospital 
for  treatment.  Kalihi  Hospital  serves  primarily 
as  a receiving  and  treatment  center,  and  regular 
medical  attendance  is  provided  by  the  United 
States  Public  Health  Service.  Its  physicians  are 
at  present  Drs.  C.  R.  Eskey  and  J.  Love,  who, 
in  addition  to  caring  for  the  medical  needs  of  the 
patients,  operate  the  U.  S.  Leprosy  Investiga- 
tion Station  located  on  the  hospital  grounds.  Ka- 
lihi Hospital  has  a capacity  of  slightly  over  100 
patients,  and  when  the  census  approaches  this 
limit,  transfers  to  Kalaupapa  Settlement  on  the 
Island  of  Molokai  become  necessary.  The  cri- 
teria of  suitability  for  such  transfer  will  be  dis- 
cussed in  subsequent  issues  of  the  Journal 

Kalaupapa  Settlement.  This  settlement,  on  the 
Island  of  Molokai,  is  located  in  an  ideal  spot 
for  the  care  of  persons  afflicted  with  leprosy. 
The  steep  mountains,  cutting  off  this  peninsula 
of  some  8000  acres,  afford  complete  privacy  for 
the  little  village  of  400  people  who  live  as  nor- 
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mai  a community  life  as  they  would  on  the  “out- 
side.” Certainly  they  are  spared  the  gazes  of 
the  curious  and  the  ostracism  of  their  more  for- 
tunate fellow  men.  They  may  live  in  private 
homes  or  in  rooms  and  apartments  of  “group” 
homes.  They  retain  their  franchise  to  vote.  They 
are  free  to  operate  businesses  of  their  own  choos- 
ing or  they  may  secure  employment  with  the 
Board  of  Hospitals.  The  settlement  is  divided  in- 
to a residential  center  of  private  homes  and 
group  homes ; a hospital  center  with  a 50-bed 
hospital  offering  medical,  surgical,  and  dispen- 
sary services  of  all  types ; a commercial  center 
which  consists  of  a department  store  from  which 
patients  purchase  on  a ration  basis,  a laundry, 
an  ice  house  for  the  storage  of  perishables,  a 
meat  market,  a poi  shop,  a warehouse,  a post  of- 
fice, and  an  administrative  office;  a community 
house  where  current  motion  pictures  are  shown 
and  where  other  forms  ot  recreation  may  be  pro- 
vided. Scattered  throughout  the  settlement  are 
churches  of  all  denominations  with  priests  and 
ministers  in  regular  attendance.  The  resident 
physician  in  charge  of  the  Settlement  is  Dr.  I. 


D.  Hirschy,  with  Dr.  N.  R.  Sloan  as  his  assist- 
ant. The  Superintendent  of  the  Settlement  is  R. 
Anderson. 

Main  Administrative  Office.  This  division  is 
under  the  direct  supervision  of  the  general  sup- 
erintendent, H.  A.  Kluegel,  whose  office  is  locat- 
ed in  the  Territorial  Office  Building  in  Honolulu. 
As  the  name  implies,  the  function  of  this  office  is 
purely  administrative,  including  purchasing, 
supplying,  and  financing  of  all  the  divisions  of 
of  the  Board  of  Hospitals.  A welfare  worker 
also  has  her  office  here,  and  she  maintains  con- 
tact with  the  patients  on  temporary  release,  chil- 
dren of  leprous  parents,  and  other  relatives  of 
patients. 

A brief  summary  of  leprosy  administration  has 
been  presented  in  an  endeavor  to  identify  the 
Board  of  Hospitals  and  Settlement  and  the  in- 
dividuals connected  with  its  various  divisions. 
In  later  articles  more  details  concerning  the 
disease  and  its  care  will  be  offered. 

Edwin  K.  Chung-Hoon,  m.  d. 


(DUE  TO  NEISSERIA  GONORRHEAE) 


of,. 


liver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment 


A co  mplete  technique  of  treatment  and  literature  will  be  sent  upon  request 

m 

♦Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939- 
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PLANTATION  NEWS 


A health  plan,  as  given  below,  is  said  to  have 
been  submitted  to  plantation  managers  a couple 
of  weeks  ago  accompanied  by  a covering  letter 
as  follows: 

"We  enclose  herewith  suggested  H.S.P.A. 
Health  Cooperative  Plan  as  prepared  by  Dr. 
Larsen  along  the  lines  of  his  discussion  at  the 
last  managers  conference,  and  also  suggested 
Plantation  Health  Cooperative  Plan.  We  suggest 
that  you  give  these  to  your  doctor  for  study,  and 
that  you  let  us  have  your  comments  as  soon  as 
possible.  It  is  planned  to  have  a further  discus- 
sion with  the  H.S.P.A.  Health  Committee  in  the 
near  future. 

“It  is  quite  possible  that  we  may  not  be  able 
to  obtain  the  services  of  an  experienced  man  to 
run  such  a plan  on  an  H.S.P.A.  basis.  In  that 
event  a plan  along  the  line  of  the  Plantation 
Health  Cooperative  Plan  could  be  adopted  by 
each  plantation.” 

A SUGGESTED  PLANTATION  HEALTH 
COOPERATIVE  PLAN 

THE  PURPOSE 

The  purpose  of  the  health  cooperative  plan 
is  to  give  adequate  and  complete  health  pro- 
tection to  all  plantation  employees  who  are 
earning  more  than  $100  a month. 

It  is  a private  company  plan  in  which  the 
plantation  has  paid  for  the  overhead  costs 
(doctor’s  office  expense,  equipment,  instruments 
etc.)  and  is  trying  to  give  assets  in  health  and 
protection  to  its  key  group  of  employees  at  the 
least  possible  cost  while  at  the  same  time  pro- 
tecting the  doctor  so  that  he  will  get  a fair  re- 
muneration for  this  group  of  patients.  It  must 
be  emphasized  that  such  a plan  can  not  be  com- 
pared with  a private  insurance  plan,  such  as  that 
of  the  Hawaii  Medical  Service  Association,  in 
which  overhead  costs  must  be  carried  by  the 
individual  doctor  and  put  into  the  charge. 

THE  NEED 

At  the  present  time  the  plantation  and  plan- 
tation doctor  consider  employees  earning  more 
than  $100  a month  as  private  patients  to  be 
charged  private  rates. 

This  method  has  led  to  several  undesirable 
and  unsatisfactory  conditions.  Some  employees 
who  earn  $90  a month  refuse  raises  in  wages  be- 


cause they  know  that  an  income  of  more  than 
$100  will  mean  that  they  will  have  to  pay  for  all 
medical  attention  which  was  formerly  free ; 
many  workers  do  not  go  to  the  doctor  for  the 
care  of  minor  cuts,  injuries,  or  diseases  because 
of  the  expense,  and  later  these  conditions  result 
in  serious  complications. 

These  factors  tend  to  break  down  the  morale 
and  decrease  the  efficiency  of  the  most  impor- 
tant group  of  workers  on  the  plantation.  A co- 
operative health  plan  that  will  take  care  of  these 
factors  is,  therefore,  essential. 

THE  PLAN 

Workers  shall  be  divided  into  groups  A B and 
C according  to  income,  and  shall  pay  a monthly 
fee  on  a sliding  scale.  The  following  schedule  is 
suggested : 

ABC 

$101  to  $150  $151  to  $250  $251  to  $350 


Employee  

..  $1.50 

$1.75 

$2.50 

Spouse  

..  1.10 

1.30 

1.95 

First  Child  

..  .85 

1.05 

1.35 

Second  Child  

..  .65 

.80 

1.00 

Third  Child  

..  .50 

.60 

.80 

Maximum  for  family  .. 

..  $5.00 

$6.00 

$8.00 

It  has  been  found  in  experimental  cooperative 
health  plans  at  Aiea  and  Kahuku  plantations 
that  these  rates  are  well  within  the  ability  of 
these  people  to  pay,  and  the  income  from  this 
amount  has  been  sufficient  to  pay  the  doctor,  tl 
hospital,  and  consultation  fees. 

Payment  to  doctors  for  services  shall  also  be 
fixed  on  a sliding  scale.  The  charges  cannot  be 
compared  with  those  of  doctors  in  private  prac- 
tice . . . amounts  to  from  30%  to  40%  of  the 
charge.  Hence,  it  is  recommended  that  at  the 
start  of  the  plan,  the  fee  fi  the  plantation  doctor 
should  be  the  industrial  fee  schedule,  less  30%. 

If  the  patient  wishes  to  go  to  any  other  doc- 
tor or  any  other  hospital  c.ian  those  on  the  plan- 
tation, the  plan  would  agree  to  pay  the  olantation 
allowance  on  the  other  doctor’s  or  hospital’s 
charge.  This  would  operate  in  the  following 
manner:  If  the  plantation  doctor  were  allowed 

$50  for  an  appendicitis  operation  of  a person  in 
Group  A and  the  patient  went  to  a private  doctor 
who  charged  $75  for  the  operation  the  planta- 
tion health  plan  would  pay  $50  and  the  patient 
would  have  to  pay  the  difference.  In  this  way, 
the  patient  is  allowed  free  choice  of  a physician 
without  interfering  with  the  individual  fees  of 
any  group  of  doctors. 
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ORGANIZATION 

To  hear  local  complaints  and  to  look  into  lo- 
cal abuses,  each  plantation  should  have  a board 
composed  of  the  plantation  manager,  the  doctor, 
and  one  member  of  the  cooperative. 

The  fee  is  to  be  collected  by  the  plantation 
office  and  deducted  from  the  employee’s  monthly 
pay. 

SETTING  UP  THE  PLAN 

It  is  suggested  that  the  application  form  con- 
tain a complete  statement  of  the  benefits  and 
costs.  On  the  application,  the  client  should  state 
that  he  is  in  good  health,  or  he  should  mention 
conditions  from  which  he  has  previously  suf- 
fered or  has  at  the  present  time. 

The  doctor  shall  also  sign  the  application 
blank  that  as  far  as  he  knows  the  statements 
are  correct.  Therefore,  as  soon  as  a medical  claim 
is  made,  the  record  shall  be  checked  and  the 
claim  paid  immediately  if  the  service  was  not 
for  a pre-existing  condition. 

Any  pre-existing  illness  or  previous  chronic 
ailment  or  correction  or  a pre-existing  deformity 
shall  not  be  paid  for  from  the  fund.  Surgery  re- 
quired by  such  pre-existing  conditions  as  hernia, 
hemorrhoids,  fibroids,  or  other  tumors,  if  they 
are  later  to  be  corrected,  shall  not  be  covered. 

No  pregnancy  that  began  prior  to  the  begin- 
ning of  membership  shall  be  paid  for,  but  any 
pregnancy  that  develops  after  the  patient  has 
joined  shall  be  cared  for.  After  the  first  year  of 
the  plan,  a complete  physical  examination  shall 
be  allowed  for  each  applicant. 

Any  person  who  wishes  to  withdraw  can  do 
so  at  any  time  by  giving  a month’s  notice.  He 
can  be  readmitted  at  any  time  by  making  out  a 
new  application  form. 

POSSIBLE  DIFFICULTIES 

Objection  to  low  fee  schedule.  The  medical  so- 
cieties might  object  to  the  schedule  because  they 
have  opposed  all  insurance  schemes  which  look 
like  low  fee  schedules.  However,  the  plantation 
fees  should  not  be  considered  competitive  fees. 
They  are  merely  cost  allowance  to  doctor  and 
hospital  as  a bookkeeping  item  of  a private  cor- 
poration making  a health  cooperative  plan  func- 
tion. It  must  not  be  announced  as  a fee  schedule 
but  as  a company  allowance  which  amounts  to 
an  actual  salary  to  the  doctor,  a salary  based  on 


the  amount  of  work  that  he  does  for  these  pa- 
tients. Some  have  suggested  that  it  be  an  actual 
salary,  but  this  does  not  allow  for  any  psycholo- 
gical drive  to  stimulate  the  doctor  to  give  the 
very  best  treatment  in  order  to  attract  clients. 

Free  choice  of  physician.  A second  objection  of 
the  medical  societies  would  be  expressed  if  free 
choice  of  physician  were  not  allowed.  They 
have  maintained  constantly  that  any  plan  that 
does  not  allow  people  the  free  choice  of  their 
doctor  has  been  detrimental  to  the  healthy  de- 
velopment of  private  practice.  The  plantation 
doctors  have  felt  that  this  is  a proper  objection, 
and,  therefore,  free  choice  of  physician  should 
be  allowed.  However,  it  has  been  found  by  the 
Hawaii  Medical  Service  Association  that  free 
choice  led  to  the  greatest  and  most  dangerous 
abuse  because  some  clients  and  doctors  let  the 
plan  carry  all  the  traffic  would  bear. 

Abuse  by  private  physicians.  There  is  always  a 
danger  that  a private  doctor  will  try  to  obtain 
as  much  of  a service  charge  from  the  plan  as 
possible.  However,  the  fact  that  the  plan  will 
allow  only  a portion  of  the  private  doctor’s  fee, 
the  remainder  to  be  paid  by  the  patient,  will  be  a 
restricting  influence.  Yet  the  additional  charge 
to  the  patient  will  not  be  so  great  as  to  prevent 
consultations  with  private  physicians. 

Abuse  by  client.  It  is  believed  that  abuse  by  the 
client  is  prevented  by  the  fact  that  the  member 
has  his  job  at  the  plantation  . . . and,  therefore, 
would  hardly  want  a reputation  of  abusing 
something  that  is  to  the  benefit  of  all.  However, 
the  possibility  of  abuse  must  be  recognized  be- 
cause many  similar  health  plans  have  been 
wrecked  by  doctor-patient  abuse. 

Objections  from  plantation  doctors.  The  plan- 
tation doctor  has  always  wished  to  restrict  the 
plantation  hospital  for  his  own  private  use  and 
direction.  However,  under  the.  pressure  of  medi- 
cal societies  demanding  free  choice  of  physician, 
this  would  have  to  be  changed.  Any  doctor  who 
is  in  good  standing  in  the  Medical  Society 
should  be  allowed  to  treat  any  of  the  plantation 
cases  in  the  hospital  and  under  the  regular  plan- 
tation rates.  If  any  doctor  should  abuse  the 
privilege  of  hospital  use,  the  plantation  doctor 
can  present  the  evidence  before  his  medical  so- 
ciety. The  use  of  surgery,  as  at  the  Queen’s 
Hospital,  shall  be  limited  to  such  doctors  as 
have  had  proper  surgical  training. 
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In  June  1940,  at  the  request  of  the  A.M.A., 
Dr.  Clarence  E.  Fronk,  already  acting  as  liaison 
officer  between  the  local  Army  authorities  and 
the  civilian  community,  was  appointed  by  the 
officers  of  the  Territorial  Medical  Association 
to  represent  them  on  the  National  Committee  on 
Medical  Preparedness. 

Currently,  for  the  period  1941-42,  Drs.  Fronk, 
R.  B.  Faus,  Sam  Wallis,  Thomas  Keay,  and  J. 
A.  Burden  are  functioning  as  the  Territorial  Pre- 
paredness Committee,  responsible  for  furthering 
the  county  programs  under  the  direction  of  local 
committees  appointed  by  the  respective  county 
medical  societies. 

HONOLULU : In  1940  a preparedness  commit- 

tee was  appointed  by  the  Presi- 
dent of  the  Honolulu  County  Medical  Society  to 
prepare  a plan,  program  and  schedule  for  train- 
ing units  to  take  care  of  civilian  casualties  in  the 
event  of  a disaster — such  as  war,  earthquake  or 
fire.  That  committee  consisted  of  Drs.  Fronk, 
Joseph  Palma,  Fred  Lam  and  James  Kuninobu. 
These  men  laid  the  ground  work  for  a rather  am- 
bitious program  which  is  now  well  under  way. 
On  April  11,  1941,  the  Medical  Society  held  a 
special  meeting  for  the  purpose  of  electing  a com- 
mittee, consisting  of  Dr.  H.  L.  Arnold,  chair- 
man, Drs.  F.  J.  Pinkerton,  James  R.  Judd,  Joseph 
E.  Strode,  N.  P.  Larsen,  Robert  B.  Faus  and 
Paul  Withington.  These  men  took  up  the  work 
from  the  point  it  had  reached  and  Dr.  Faus  was 
designated  executive  officer  of  the  committee  to 
carry  on  the  work  which  he  was  already  doing 
more  or  less  on  his  own  and  without  any  funds 
except  those  supplied  from  his  own  pocket.  The 
Honolulu  Chamber  of  Commerce  and  the  Red 
Cross  have  since  assisted  generously  in  providing 
funds  for  the  prosecution  of  this  program. 

On  the  advice  and  with  the  assistance  of 
Colonel  King  and  Captain  Gay  of  the  Medical 
Corps  of  the  Army,  the  city  has  been  divided  into 
zones  consisting  in  general  of  circles  of  about  a 
half-mile  radius  around  seventeen  schools  or 
other  buildings  suitable  for  the  purpose  of  aid 
station  locations.  In  these  have  been  installed 
aid  stations  composed  of  two  physicians  and  a 
larger  number  of  nurses,  nurses’  aids,  litter  bear- 
ers, cooks,  utility  men,  etc. 

The  first  phase  of  the  training  program  was 
instruction  in  first  aid  to  all  of  this  personnel. 
The  second  phase  of  the  program,  now  going  on 
consists  of  training  the  units  to  function  as  such 


in  the  finding,  tagging,  treating,  sorting  and 
transporting  of  injured  to  aid  stations  and  thence 
to  hospitals.  Considerable  equipment  for  these 
stations  has  been  furnished  by  the  Army  through 
the  American  Red  Cross.  Two  ambulances  have 
been  donated  by  the  Consolidated  Amusement 
company  and  the  Associated  Hard  Liquor  Deal- 
ers of  Honolulu,  and  the  Hawaiian  Pineapple 
Company  is  organizing  a unit  equipped  with  an 
ambulance  to  cover  the  industrial  section  and 
Iwilei.  Meetings  of  these  units  are  held  twice  a 
week,  on  Mondays  and  Wednesdays,  in  periods 
lasting  for  two  hours.  About  3,000  lay  workers 
have  been  enrolled  and  of  these  about  1600  are 
still  in  training.  R.O.T.C.  units  of  the  various 
city  schools  have  supplied  instructors  in  mili- 
tary drill,  only  enough  military  drill  being  given 
to  each  unit  to  insure  that  it  would  be  able  to 
respond  as  a unit,  it  being  almost  impossible  to 
handle  groups  of  such  size  without  some  funda- 
mentals of  military  organization. 

The  sacrifices  made  by  physicians,  nurses  and 
laymen  who  have  worked  long  and  hard  at  this 
job  through  these  many  months  can  scarcely  be 
too  highly  praised.  Much  more  remains  to  be 
done,  particularly  the  enlistment  of  ‘additional 
male  help  to  provide  for  the  heavy  duties,  such 
as  litter  bearing  and  loading  and  unloading  am- 
bulances, which  women  cannot  do.  On  the 
whole  the  committee  feels  that  the  city  is  reason- 
ably well  organized  for  the  first  aid  care  of  ca- 
sualties which  might  result  from  aerial  or  other 
hostile  attacks.  In  the  near  future  it  is  intended 
that  training  shall  become  less  onerous  and  per- 
haps be  restricted  to  one  meeting  a week  or  two 
a month. 

The  most  serious  obstacle  in  the  way  of  the 
entire  program  has  been  the  obvious  belief  of  a 
large  section  of  the  population  of  the  city  that 
these  efforts  are  not  necessary  or  likely  to  be  of 
service.  The  committee  shares  in  the  belief  that 
war  is  not  likely  to  come  to  Hawaii  in  a way  to 
seriously  affect  the  civil  population ; but  we  are 
very  sure  that  it  is  easily  possible  for  such  an  at- 
tack to  be  made,  and,  if  it  were  made,  the  loss 
of  life — without  some  preparation  for  the  im- 
mediate first  aid  care  of  casualties — would  be  ten 
times  what  it  would  be  if  these  units  were  func- 
tioning as  we  expect  them  to.  If  communities 
under  a democratic  form  of  government  cannot 
do  this  sort  of  thing  for  themselves,  then  we  are 
already  on  the  way  toward  some  form  of  totali- 
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tarian  government  such  as  seems  to  be  growing 
so  popular  in  Europe  today. 

The  passage  of  some  sort  of  an  M-Day  bill 
to  provide  governmental  funds  for  the  carrying 
out  of  these  projects  and  also  to  provide  for  gov- 
ernmental authority  will  tremendously  accelerate 
and  improve  the  quality  of  the  work  which  we 
are  doing.  Many  requests  have  come  in  from 
medical  men  on  the  outside  islands  for  informa 
tion  as  to  the  nature  of  our  program  and  these 
requests  have  been  answered  promptly  and  fully, 
we  think.  Each  island,  it  is  intended,  shall  care 
for  its  own  casualties,  the  work  merely  being  co- 
ordinated when  necessary  by  the  Governor’s  Dis- 
aster Council. 

ISLAND  OF  HAWAII:  Following  a meeting 

on  April  24,  1941 
with  Dr.  Fronk,  of  Honolulu,  Capt.  Gay  of  the 
Army,  and  executives  of  the  Hawaii  County 
Nurses'  Association,  the  Red  Cross,  the  Dental 
Society,  and  the  Board  of  Supervisors,  a pre- 
paredness committee  was  elected  on  May  6th 
consisting  of  Dr.  Thomas  Keay,  Chairman,  and 
Drs.  Orenstein,  Sexton,  Patterson  and  Crawford. 
At  a later  date  Carl  E.  Hanson,  manager  of  Bi- 
shop Bank’s  Hilo  branch  was  added  as  liaison 
officer.  Dr.  Orenstein  was  chosen  to  organize 
personnel  and  Dr.  Crawford  was  appointed  sup- 
ply officer. 

On  May  19th  the  chairman  went  to  Honolulu 
to  orient  himself  with  the  plan  under  way  there. 
Based  on  the  information  brought  back  the  com- 
mittee decided  that  only  one  mobile  station,  plan- 
ned and  equipped  according  to  specifications  and 
drawings  supplied  by  Dr.  Faus,  was  necessary 
for  the  City  of  Hilo  since  patients  could  be  quick- 
ly evacuated  either  to  their  homes  or  to  the  nu- 
merous hospitals  in  and  about  Hilo.  Hilo  is  much 
better  provided  for  than  Honolulu  in  that  there 
is  always  a surplus  bed  capacity  and  room  for 
ready  expansion.  Ordinary  delivery  vans,  hold- 
ing one  patient  and  manned  by  their  regular 
drivers  will  be  supplied  by  commercial  houses. 

All  work  is  being  done  voluntarily  and  all  de- 
partments are  functioning  well.  Our  only  dif- 
ficulty has  been  getting  a sufficient  number  of 
young  men  for  first  aid  work  and  to  act  as  litter 
bearers.  The  willing  volunters  may  not  always 
be  the  type  suitable  for  carrying  litters  and  using 
pick-axes.  If  this  indifference  continues,  some 
system  of  selective  drafting  may  be  necessary  to 
complete  the  personnel ; however,  this  would  not 
be  within  our  province. 


ISLAND  OF  MAUI:  The  committee  for 

Maui,  consisting  of 
Drs.  McArthur,  Patterson,  Kusunoki,  Anderson 
and  Burden,  has  outlined  a general  plan  for  the 
island  and  has  appointed  a chairman  for  each 
district  to  carry  out  those  plans  as  follows:  F. 
A.  St.  Sure  for  Hana;  James  Fleming  for  Paia- 
Haiku  ; George  Von  Asch  for  Puunene-Kahului ; 
Wm.  Osmers  for  Wailuku,  William  Dunn  for 
Lahaina;  Douglas  Murry  for  the  Island  of  La- 
nai and  Homer  Benson  for  the  Island  of  Molo- 
kai. 

The  work  of  the  central  committee  has  been 
divided  as  follows:  R.  J.  McArthur,  supplies; 
Wm.  Patterson,  hospital  expansion;  C.  J.  Kusu- 
noki, communications,  and  Emory  Anderson, 
personnel. 

A portable  central  first-aid  unit  is  being  or- 
ganized in  the  Wailuku  district,  which  is  to  be 
the  nucleus  of  the  program  for  the  entire  island. 
It  will  be  so  planned  that  it  may  be  set  up  at  the 
site  of  a disaster  in  any  part  of  the  island.  In 
all  the  other  districts,  ambulance  units,  with  at- 
tached units  of  litter  bearers  and  field  first-aid 
workers,  are  being  trained.  Those  will  be  called 
on  as  needed  to  aid  the  central  unit  in  collecting 
the  injured,  and  transporting  them  to  the  first- 
aid  station  and  later  if  required,  to  the  various 
hospitals. 

In  addition  it  is  planned  to  train,  under  the 
supervision  of  the  head  nurses  of  the  various 
hospitals,  men  and  women  as  nurse’s  aids  and 
orderlies.  This  training  will  consist  of  lecture 
work  and  actual  hospital  experience. 

The  programs  for  the  islands  of  Lanai  and 
Molokai  have  been  left  in  the  hands  of  the  dis- 
trict directors  for  those  islands. 

ISLAND  OF  KAUAI:  Dr.  Faus  met  with 

medical  men  at  the 
Lihue  Hotel,  Kauai,  on  August  21st  and  a pro- 
gram for  medical  preparedness  was  set  up  with 
Charles  Fern  as  coordinator,  Webster  Boyden  in 
charge  of  personnel,  J.  M.  Kuhns,  medical  in- 
formation, Sam  Wallis,  plans  and  training  and 
M.  A.  Brennecke,  supplies. 

Dr.  Wallis  is  to  determine  the  size  and  number 
of  units  required  to  service  the  area  running  from 
Waimea  to  Hanalei,  and  supervise  the  organiza- 
tion of  such  units,  to  consist  of  about  30  people 
including  a doctor,  dentist,  trained  nurse,  supply 
clerk,  general  clerk,  a squad  of  medical  aid  men, 
nurses’  aids,  litter  bearers  and  utility  people,  is 
proceeding  forthwith. 
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PLAGUE 

Warning  was  giving  at  the  last  Honolulu 
County  Medical  meeting  to  all  doctors,  especially 
of  the  Army  and  Navy,  to  be  on  the  look-out  for 
plague  infested  rats  in  the  territory. 

Returning  from  their  mainland  trip,  Drs.  Fen- 
nel and  Doolittle  extended  the  Aloha  of  Dr.  N. 
E.  Wayson  to  all  his  friends  in  Hawaii.  Dr.  Way- 
son  is  in  charge  of  the  plague  laboratories  of  the 
U.  S.  Public  Health  Service  and  is  doing  a very 
important  piece  of  work  in  California.  Accord- 
ing to  his  spot  maps,  plague  has  gotten  away 
from  the  ground  squirrels  in  California  to  the 
chipmunks,  rats  and  other  wild  rodents  and  is 
knocking  at  the  front  door  of  Kansas  and  Iowa. 

The  sudden  rise  of  rat  plague  on  the  mainland 
in  the  accepted  30  year  interval  is  also  in  evidence 
on  the  Hamakua  Coast  of  Hawaii.  Where  we  had 
one  or  two  plague  rats  a month,  five  or  six 
months  ago,  we  have  30  now.  We  must  keep 
constantly  on  the  look-out,  and  particularly  on 
Oahu.  One  case  of  human  plague  found  pn  this 
island  and  the  port  of  Honolulu  will  be  closed. 
The  man  with  a severe  headache  and  a rash 
might  be  the  first  case  of  plague  on  Oahu.  The 
Army  and  Navy  doctors  especially  should  be  on 
the  look-out  for  it  in  their  cantonments,  and  we 
should  not  permit  ourselves  to  be  as  unprepared 
against  this  possibility  as  we  were  in  the  case 
of  influenza  during  the  last  war. 

Official  release  from  the  U.  S.  Public  Health 
Service  in  Washington  is  informative  and  ap- 
plies as  well  to  Hawaii  in  its  warning  to  exert 
control  measures. 

‘‘Evidence  that  plague  infection  among  wild 
rodents  of  western  United  States  is  spreading 
eastward  prompted  Surgeon  General  Thomas 
Parran  of  the  United  States  Public  Health  Serv- 
ice to  call  a plague  control  conference  August 
28-29  at  Salt  Lake  City,  Utah.  The  conference 
was  attended  by  health  officers  from  California, 
Oregon,  Washington,  Nevada,  Montana,  Idaho, 
Wyoming,  Utah,  Colorado,  Arizona,  New  Mex- 
ico and  North  Dakota.  The  purpose  of  the  con- 
ference will  be  stimulation  of  rat  control  pro- 
grams in  urban  and  rural  areas. 

In  the  past,  outbreaks  of  human  plague  have 
almost  invariably  been  preceded  by  marked  in- 
crease in  the  disease  among  animals  which  har- 
bor the  infection.  Plague  is  passed  from  rodents 
to  humans  by  infected  fleas. 


Surveys  conducted  by  the  Public  Health  Serv- 
ice in  1935  revealed  plague  infection  among  wild 
rodents  in  Montana,  California  and  Oregon.  In 
each  succeeding  year,  including  1941,  infection 
has  been  demonstrated  in  ground  squirrels,  chip- 
munks, rats,  marmots,  and  other  wild  rodents 
in  Arizona,  California,  Idaho,  Montana,  Nevada, 
New  Mexico,  Utah,  Washington  and  Wyoming. 
Infection  among  rodents  has  been  discovered  re- 
cently as  far  east  as  North  Dakota. 

The  first  outbreak  of  human  plague  in  this 
country  occurred  in  1900  in  San  Francisco.  Pla- 
gue in  California  reached  epidemic  proportions 
in  1907-08.  Since  1900  there  have  been  502  cases 
and  315  deaths  in  this  country.  Two  human  cases 
of  plague,  both  in  California,  have  been  reported 
this  year.” 


BLOOD  PLASMA  BANK 

About  80  flasks  of  250  cc  of  blood  plasma  are 
today  stored  at  the  City  & County  Emergency 
Hospital  in  Honolulu  to  be  held  in  reserve  for 
use  in  case  of  disaster. 

Inadequate  as  this  quantity  would  be  in  the 
face  of  any  great  emergency,  a very  good  be- 
ginning has  been  made  by  the  Public  Health 
Committee  of  the  Chamber  of  Commerce  in  ini- 
tiating this  project.  Its  appropriation  of  $3,500 
several  nonths  ago  was  used  to  purchase  the 
necessary  laboratory  equipment  and  pay  per- 
sonnel for  a central  blood  plasma  bank  in  Hono- 
lulu. The  original  aim  was  to  bank  100  flasks 
of  500  cc  each,  or  200  flasks  of  250  cc  each. 

The  plasma  will  be  kept  on  deposit  at  the 
headquarters  of  the  central  blood  plasma  bank 
at  vhe  Emergency  Hospital  and  will  not  be  used 
except  in  a declared  emergency.  Dr.  J.  W.  Deve- 
raux  was  asked  by  the  Chamber  of  Comerce  to 
establish  the  bank  and  to  do  the  bleeding.  Mrs. 
W.  B.  Herter  has  been  in  charge  of  the  labora- 
tory work,  assisted  by  Mrs.  Cross. 

Part  of  the  appropriation  has  also  gone  into 
the  purchase  of  centrifuge  heads  and  other  equip- 
ment to  be  loaned  to  the  eight  hospitals  on  the 
island  of  Oahu  to  make  it  possible  for  them  to 
make  and  store  their  own  plasma. 

The  public  has  give  fine  cooperation  so  far  in 
donating  blood  and  the  doctors  could  be  very 
helpful  by  encouraging  patients  who  are  inter- 
ested to  give  their  blood. 
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Commerce  in  Health 

Forrest  J.  Pinkerton,  m.d. 

Chairman,  Public  Health  Committee 
Chamber  of  Commerce  of  Honolulu 


Honolulu's  shippers  voted  themselves  into  the 
business  of  public  health  way  back  at  the  turn 
of  the  century,  because  they  saw  a direct  tie-up 
between  their  work  and  the  health  of  the  com- 
munity. 

Commerce  was  vital  to  progress,  yet  steamers 
were  entering  port  laden  not  only  with  mer- 
chandise but  also  with  such  undesirable  cargoes 
as  rats  and  fierms.  The  federal  government  had 
some  facilities  for  quarantine  and  fumigation, 
but  the  plague  epidemic  of  1901  proved  that  these 
facilities  were  not  adequate. 

Then,  said  the  shippers,  each  of  us  who  re- 
ceives merchandise  is  responsible.  We  will  ac- 
cept that  responsibility  in  direct  proporton  to  the 
amount  of  merchandise  we  receive  and  pay  a 
health  insurance  premium  on  our  cargoes.  This 
premium  is  the  voluntary  tonnage  charge,  paid 
continuously  since  November  1901. 

Originally  an  independent  committee  appoint- 
ed by  the  shippers  themselves  collected  the  pub- 
lic health  funds  and  expended  them  on  wharf 
repairs  and  fumigation,  and  through  regular  ap- 
propriations to  the  Board  of  Health  for  salaries 
of  additional  inspectors.  Then  in  1907,  another 
outbreak  of  plague  extended  the  scope  of  the 
work  to  active  suppression  of  the  epidemic  and 
to  rat  control. 

As  commerce  to  the  islands 
flourished,  the  health  pre- 
miums on  cargoes  increased 
and  the  shippers  made  funds 
available  in  other  fields  of 
epidemic  prevention.  Mosqui- 
to control  followed  rat  con- 
trol efforts,  with  more  en- 
couraging results.  Today  the 
Public  Health  Committee’s 
rat  and  mosquito  control 
squad  combines  the  two 
jobs. 

Visiting  nursing  service  in 
homes  was  early  recognized 
as  an  extremely  valuable 
tool  in  education  for  health. 


and  a goodly  share  of  each  year  s income  has, 
since  1911,  gone  to  Palama  Settlement,  earmark- 
ed for  this  one  phase  of  community  health  work. 

Funds  were  allocated  to  Leahi  Home  as  early 
as  1913  and  continued  through  1923.  Then  in 
1937,  additional  funds  were  made  available  to 
bring  to  Hawaii  a national  authority  on  tuber- 
culosis, to  survey  the  problem  created  by  this 
disease  in  Honolulu  and  give  constructive  sug- 
gestions for  its  control. 

But  our  story  is  running  away  with  us  and 
we  must  go  back  and  pick  up  the  threads  as  they 
relate  to  administration  of  the  funds. 

In  1914,  according  to  history  in  the  files,  the 
shippers’  committee  voted  to  disband,  turning 
their  functions  over  to  the  Chamber  of  Com- 
merce of  Honolulu.  The  reserve  funds  held  in  a 
bank  savings  account  were  placed  in  trust,  and 
the  voluntary  tonnage  charges  have  since  been 
expended  by  the  Chamber’s  Public  Health  Com- 
mittee. 

For  the  next  several  years,  the  funds  were  ex- 
pended on  the  two  projects  the  shipper’s  com- 
mittee had  been  sponsoring  when  it  disbanded — 
the  nursing  service  and  Leahi  Home.  In  1918 
the  quarantine  wharves  received  an  appropria- 
tion, and  the  sum  of  $300  was  set  aside  for  a 
leper  settlement  survey.  Six 
years  later  foot  and  mouth 
disease  broke  out,  and  around 
$900  was  spent  on  its  sup- 
pression. 

As  time  went  on,  and  mos- 
quito control  campaigns  were 
re-inaugurated,  and  battles 
were  waged  against  dipth- 
theria,  cancer,  and  syphilis. 

Because  the  funds  were  col- 
lected for  prevention  as  well 
as  cure,  education  became  the 
keynote  .of  the  committee’s 
undertakings.  Early  in  1935, 
Dr.  Ira  V.  Hiscock  of  Yale 
University  was  invited  to 
visit  Honolulu  and  make  a 
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general  health  survey.  His  constructive  criticisms, 
published  in  full,  led  to  a new  sanitary  code  for 
the  city  and  served  as  a basis  for  further  health 
education  plans.  From  that  time  on  the  com- 
mittee steadily  broadened  the  scope  of  its  work 
to  include  conservation  of  sight  and  hearing, 
surveys  of  and  a clinic  for  mental  health,  and 
participation  in  health  contests,  exhibits,  and 
conferences. 

The  most  recent  projects  undertaken  have  been 
a study  of  possible  ocean  contamination  by  the 
present  sewage  disposal  system,  a laboratory  to 
investigate  the  cause  of  parasitic  diseases  of  man, 
and  an  emergency  blood  plasma  bank. 

In  1939,  the  committee  organized  the  Oahu 
Health  Council,  which  now  numbers  around  125 
members,  representing  more  than  sixty  social, 
welfare,  health,  business  and  professional  or- 
ganizations. This  body  is  primarily  an  advisor 
to  the  Public  Health  Committee,  serving  to  bring 
to  light  health  problem  that  require  urgent  at- 
tention. 

The  Public  Health  Committee  enjoys  a unique 
status  in  its  field  of  work.  It  has  available 
funds  and  it  is  not  hampered  by  red  tape  in 
their  expenditure.  It  can  serve  as  a proving 
ground  for  new  ideas,  and  it  can  meet  unusual 
situations  with  no  waste  of  time.  It  serves  the 
community  as  a whole  and  not  particular  groups 
or  interests. 

This  service,  designed  to  protect  the  health 
and  save  the  lives  of  poor  and  rich,  residents 
and  visitors,  is  the  gift  of  Honolulu’s  business 
men.  Every  man  and  every  organization  that 
receives  a consignment  of  merchandise  volun- 
tarily contributes  to  our  good  health. 


DENTAL  RADIOLOGY 

The  Territorial  Dental  Society  extends  an  in- 
vitation to  the  physicians  to  attend  two  lectures 
on  dental  radiology  to  be  given  at  1 :30  p.m., 
October  24  and  25,  in  the  auditorium  of  the  Ma- 
bel L.  Smyth  Building,  by  Gordon  M.  Fitzgerald, 
DDS.,  head  of  the  Dental  X-ray  Department  of 
the  College  of  Dentistry,  University  of  Califor- 
nia Medical  Center,  San  Francisco,  California. 
These  lectures  will  cover  the  newer  technique  of 
dental  radiology.  There  will  be  no  charge. 

The  Dental  Society  is  having  its  annual  meet- 
ing in  the  Mabel  Smyth  Building — a two  day 
session.  Friday  and  Saturday,  October  24,  25, 
which  will  be  followed  by  a post  graduate  course 
during  the  following  week. 


ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 

MEETS  IN  CHICAGO  OCTOBER  19-23,  1941 

The  forty-sixth  annual  meeting  of  the  Amer- 
ican Academy  of  Ophthalmology  and  Otolaryn- 
gology  will  be  held  at  the  Palmer  House,  Chica- 
go, October  19-23,  under  the  presidency  of  Dr. 
Frank  R.  Spencer,  Boulder,  Colo. 

The  academy's  program  consists  of  one  gen- 
eral scientific  meeting  on  the  morning  of  the 
first  day,  separate  programs  for  the  two  specia- 
ties  on  alternate  afternoons  and  instructional 
courses  every  morning  beginning  on  Tuesday. 

The  feature  of  this  year’s  general  opening 
meeting  will  be  a symposium  on  vertigo,  with  Lr. 
Fracis  H.  Adler,  Philadelphia,  representing  op- 
thalmology ; Dr.  William  J.  McNally,  Montreal, 
otolaryngology,  and  Dr.  Bernard  Alpers,  Phi- 
ladelphia, neurology. 

During  the  convention  there  will  be  various 
meetings  of  small  groups,  including  the  “Teach- 
ers’ Section,”  secretaries  of  local  eye,  ear,  nose 
and  throat  societies  and  alumni  organizations. 
The  meeting  of  the  teachers’  section  will  be  con- 
cerned especially  with  the  role  of  the  Academy 
in  national  defense  during  the  present  emer- 
gency. There  will  also  be  a scientific  exhibit  that 
will  include  such  subjects  as  “Ocular  Conditions 
in  Children  Due  to  Systemic  Disease,”  “Con- 
duction of  Sound  in  the  Ear,”  “Hemophilia  and 
Other  Blood  Dyscrasias  as  Manifest  in  the  Eye, 
Ear,  Nose  and  Throat,”  “Cancer  of  the  “Larynx” 
and  “Significance  of  the  Eyegrounds  in  the 
Problem  of  Hypertension.” 

Alternating  with  the  scientific  programs  of 
the  specialties  each  afternoon  will  be  an  elabor- 
ate motion  picture  program.  Thus  when  the  sec- 
tion of  ophthalmology  is  meeting  for  formal 
presentation  of  papers,  motion  pictures  on  oto- 
laryngology will  be  available  for  those  interest- 
ed in  that  field. 


ST.  FRANCIS  HOSPITAL 
Building  Drive 

The  St.  Francis  Hospital  Fund  is  slowly  pro- 
gressing toward  its  goal.  $100,000  in  cash  is 
actually  on  hand  of  which  the  doctors  of  the 
community  gave  $4,154.00  to  date.  Dr.  Robert 
Kimura  raised  the  funds  from  the  Japanese  doc- 
tors, Dr.  Fred  Lam  from  the  Chinese  doctors  and 
Dr.  Louis  Caspar  from  the  haole  doctors. 
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COUNTY  SOCIETY  REPORTS 


County  Society 
Hawaii  County 
Honolulu  County 
Kauai  County 
Maui  County 


KAUAI  COUNTY  MEDICAL  SOCIETY: 

The  meetings  of  the  Kauai  Society  in  recent 
months  have  been  turned  over  successively  to 
our  lecturers,  Dr.  M.  A.  Blankenhorn  of  Cin- 
cinnati, Dr.  Charles  F.  McKhann  of  Ann  Arbor 
and  Dr.  Edward  Compere  of  Chicago.  Our  Aug- 
ust meeting  was  advanced  a week  to  make  it 
possible  to  have  our  old  friend  Dr.  Emge  pre- 
sent. This  is  the  second  summer  Dr.  Emge  and 
his  family  have  spent  a vacation  on  our  island. 

The  Kauai  Society  at  their  April  meeting  de- 
cided not  to  be  an  outside  member  of,  nor  to 
contribute  to,  the  Honolulu  County  Library,  pre- 
ferring to  build  up  a cooperative  library  among 
the  doctors  of  this  island. 

Webster  Boyden,  M.D.  reporting. 

MAUI  COUNTY  MEDICAL  SOCIETY: 

Dr.  Kusunoki  of  the  Board  of  Health  present- 
ed at  the  June  meeting  a very  timely  and  excel- 
lent paper  on  typhoid  and  typhoid-carriers, 
arousing  much  interest  and  praise  for  his  valu- 
able suggestions. 

Drs.  Burden  and  Izumi  gave  a report  of  the 
annual  meeting  of  the  House  of  Delegates.  Of 
most  concern  was  the  matter  of  fairer  and  more 
efficient  consideration  of  outside  island  societies 
in  arranging  guest  lecturers  to  visit  these  socie- 
ties. It  was  agreed  that  Dr.  Gordon,  Program 
Chairman  of  the  Honolulu  Society,  would  take 
the  matter  up,  contemplating  a Territorial  Pro- 
gram Committee  on  which  the  outside  island 
societies  would  be  represented. 

Dr.  McArthur,  in  discussing  this  matter  and 
other  problems  such  as  society  contributions  to 
the  Adams  Medical  Library,  in  the  Mabel  Smyth 
Building,  responsibility  for  delegate’s  traveling 
expenses,  etc.,  emphasized  the  need  for  our  so- 
ciety to  develop  and  recognize  certain  policies 
in  its  relationship  with  the  Territorial  Associa- 


Datc of  Meeting 
First  Tuesday 
First  Friday 
Second  Wednesday 
Second  Mondav 


tion.  A committee  composed  of  Drs.  K.  Izumi. 
R.  J.  McArthur,  Emory  Anderson,  and  FI.  Izumi, 
Chairman,  were  appointed  to  draft  such  policies. 

The  month  of  July  will  be  memorable  in  the 
annals  of  the  society  for  the  visits  of  Dr.  Com- 
pere and  Dr.  McKhann.  Their  talks  were  enjoyed 
by  all  as  was  evidenced  by  the  unprecedented 
attendance.  It  should  also  be  noted  that  it  was 
our  god  fortune  in  May  to  have  Dr.  M.  A.  Blank- 
enhorn as  our  guest  speaker. 

Our  society  is  particularly  grateful  for  the 
opportunity  of  having  these  men  come  to  our  is- 
land to  bring  us  the  latest  in  their  fields  of  work. 
It  was  unfortunate  that  Dr.  McKhann  was  ill 
during  his  visit,  but  we  were  all  particularly  im- 
pressed by  his  heroic  efforts  in  carrying  out  his 
program  despite  his  very  disabling  illness. 

The  Medical  Preparedness  Program  for  Maui 
has  been  organized  under  the  leadership  of  Dr.  J. 
A.  Burden,  and  while  no  definite  rehearsal  of 
emergency  activities  has  been  practiced,  the 
foundation  for  this  has  been  started. 

Emory  Anderson,  M.D.,  reporting. 

HAWAII  COUNTY  MEDICAL  SOCIETY: 

I he  197th  regular  meting  was  called  to  order 
Tuesday  evening,  August  5,  1941  by  Dr.  Bergin 
at  the  Hilo  Memorial  Hospital. 

Dr.  Keay  gave  a report  of  the  Preparedness 
Committee.  He  stated  that  the  meeting  on  July 
12th  with  Dr.  Faus  and  Colonel  Smoot  had  cov- 
ered general  topics.  The  second  meeting  on 
July  28th  referred  to  the  training  of  volunteers 
and  the  procuring  of  litters  and  Thomas  splints. 

The  date  of  the  annual  meeting  was  voted  to 
be  the  first  Saturday  in  March,  so  that  a list  of 
new  officers  and  delegates  could  be  sent  to  the 
Territorial  Association  in  ample  time  before  their 
annual  meeting.  This  change  causes  the  semi- 
annual meeting  to  be  moved  up  into  September. 


OFFICERS  AND  MEETINGS 


President 
W.  N.  Bergin 
L.  A.  R.  Caspar 
B.  O.  Wade 
T.  W.  Cowan 


Secretary 
E.  Tompkins 
A.  W.  Duryea 
A.  W.  Boyden 
Emorv  Anderson 
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To  elate  no  invitations  from  any  of  the  outlying 
districts  had  been  received  for  this  meeting. 

It  was  thought  desirable  to  have  made  a trans- 
cript of  the  lectures  given  by  visiting  doctors  so 
that  physicians  in  outlying  districts  unable  to 
attend  may  have  a copy.  Dr.  Loo’s  kind  offer 
to  act  as  the  medical  secretary  was  accepted. 
The  lectures  will  be  mimeographed  and  made 
available  to  the  members  at  cost. 

It  was  decided  that  the  minutes  of  the  meet- 
ings be  sent  to  all  absent  members. 

The  handling  of  venereal  disease  in  Hilo  was 
discussed.  With  the  increase  in  new  cases  of 
syphilis  and  gonorrhea  and  with  more  service 
men  coming  to  the  island  it  was  thought  a good 
time  to  revise  the  system  of  control.  The  very 
effective  plan  in  effect  in  Honolulu  was  present- 
ed and  Dr.  R.  Arimizu  was  appointed  to  confer 
with  Board  of  Health  officials  to  formulate  a 
plan  of  control  to  be  presented  at  the  next  meet- 
ing. 

Dr.  Bergin  reported  on  his  recent  trip  and 
visits  to  clinics  at  Tulane  and  Cook  County.  He 
gave  a report  of  several  new  treatments  and  ideas 
now  being  tried  out,  among  which  are  new  ideas 
in  chemotherapy  with  the  “sulfa”  products ; the 
use  of  zinc  peroxide  in  compound  fractures  and 
in  varicose  ulcers ; the  use  of  the  Miller-Abbot 
tube  which  has  greatly  decreased  the  mortality 
in  intestinal  obstruction ; the  free  use  of  plasma 
in  operative  cases,  sometimes  as  much  as  500  cc; 
the  increased  use  of  adrenal  cortical  hormone  in 
these  operative  cases ; the  use  of  oxygen  inhala- 
tion for  a half-hour  or  an  hour  in  migraine ; the 
five-day  treatment  for  syphilis,  producing  some 
very  good  results  with  only  occasional  side  re- 
actions; the  release  on  July  1st  by  two  drug 
houses  of  stilbestrol,  a synthetic  estrogen  pro- 
duct which  is  proving  more  effective  taken  orally 
than  any  similar  products  available  to  date. 

During  the  month  of  July  the  Hawaii  County 
Medical  Society  had  a very  intensive  period  of 
post  graduate  instruction.  Dr.  Edward  Com- 
pere, professor  of  orthopedic  surgery  at  Rush 
Medical  College,  gave  a series  of  lectures,  as  fol- 
lows : 

July  5 — The  Surgical  Treatment  of  Tuberculosis  of 
Bones  and  Joints. 

July  7 Treatment  of  Fractures  in  Children. 

July  8 — Treatment  of  Osteomyelitis  (afternoon  meet- 
ing). 

Recent  Advances  in  the  Treatment  of  Polio- 
myelitis and  movies  of  Restorative  Surgery 
(dinner  meeting). 


Dr.  Charles  F.  McKhann,  professor  of  pedia- 
trics at  the  University  of  Michigan,  gave  a series 
of  lectures  as  follows: 

July  16 — Upper  Respiratory  Diseases  in  Children 
(afternoon). 

The  Care  of  the  Premature  Infant  (evening). 
July  17 — A question  box  program  aimed  at  a discussion 
of  problems  in  the  growth  and  development  of  children 
(afternoon). 

A discussion  of  diarrheas  in  children  (dinner 

meeting). 

Our  Post-Graduate  committee,  with  Dr.  Ed- 
mund Tompkins  as  chairman,  made  all  the  ar- 
rangements for  these  meetings.  The  attendance  at 
every  meeting  for  both  lecturers  was  very  good. 
We  are  finding  that  the  dinner  meetings  are  most 
satisfactory,  especially  for  the  men  in  the  out- 
lying districts.  The  Board  of  Health  was  re- 
sponsible for  bringing  out  both  of  these  lec- 
turers; this  service  is  of  real  benefit  to  every 
physician  wrho  attends  the  meetings,  and 
of  course,  indirectly,  to  the  community.  Nurses 
were  invited,  and  attended  two  lectures  by  each 
visiting  speaker. 

Our  Society  feels  that  by  bringing  lecturers 
to  the  islands  the  Board  of  Health  is  doing  an 
excellent  service.  The  man  are  fine  and  have 
given  us  very  worth  while  lectures  at  little  ex- 
pense to  us.  We  certainly  want  to  encourage 
such  a service  by  the  Board  of  Health  and  con- 
sequently make  these  few  suggestions  with  the 
idea  of  making  the  lectures  more  worth  while 
and  better  attended.  The  first  suggestion  is  that 
the  Board  of  Health  officers  responsible  for  ar- 
ranging the  trips  should  always  keep  in  touch 
with  the  Post-graduate  Committee  of  the  Terri- 
torial Medical  Association  and  plan  these  trips 
together.  This  in  turn  would  mean  that  the 
members  of  this  committee  on  all  the  Islands 
would  know  just  what  all  plans  are.  In  the  case 
of  the  recent  lecturers,  Dr.  McKhann’s  visit  was 
brought  to  the  attention  of  the  Hawaii  County 
Medical  Society  months  in  . advance,  but  Dr. 
Compere,  who  arrived  here  before  Dr.  Mc- 
Khann, was  not  announced  to  us  until  two  weeks 
or  less  before  his  arrival.  This  brings  up  the 
other  suggestion.  More  good  would  be  done  and 
and  a better  turn-out  of  men  would  result  if  it 
was  planned  to  have  no  two  men  in  the  same 
month.  Over  here  some  of  our  men  drive  three 
hours  to  attend  lectures  and  naturally  cannot  do 
this  many  times  during  the  month.  For  this  rea- 
son we  usually  plan  a late  afternoon  meeting  and 
a dinner  meeting  following.  If  the  men  must  come 
during  the  same  month  they  should  come  togeth- 
er and  have  a symposium,  each  presenting  his 
side  of  a given  subject.  This  would  probably  give 
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a better  turn-out  and  be  very  interesting  but  the 
total  amount  of  instruction  would  of  course  be 
less.  These  suggestions  are  given  for  what  they 
are  worth  and  solely  with  the  hope  of  improv- 
ing what  is  already  a good  post-graduate  service. 

H.  M.  Patterson,  M.D.,  reporting. 

HONOLULU  COUNTY  MEDICAL  SO- 
CIETY : Summary  of  activities  since  April) 

Scientific  Meetings:  An  interesting  evening 

meting  was  held  at  the  Naval  Hospital  in  June, 
the  members  of  the  society  being  guests  of  Cap- 
tain Hayden  and  his  staff.  46  doctors  attend- 
ed from  the  society  and  a like  number  of  medical 
officers  from  the  Army  and  Navy. 

The  program  included  excellent  papers  on : 

The  Pathology  and  Management  of  Abnormal 
Uterine  Bleeding — Lt.  Comdr.  A.  T.  Walker,  dis- 
cussion by  Dr.  Guy  C.  Milnor. 

A Practical  Localizer  for  Intra-ocular  Foreign 
Bodies — Lt.  O.  W.  Chenault. 

A Discussion  of  Brodie’s  Abscess  with  Pre- 
sentation of  Three  Cases — Lt.  J.  D.  MacPherson. 

The  Treatment  of  Compressed  Air  Illness — 
Lt.  O.  D.  Yarbrough. 

Selective  Recruiting  Role  of  the  Navy  Medical 
Officer. 

The  meeting  in  July  was  turned  over  to  Dr. 
Charles  F.  McKhann,  Professor  of  Pediatrics, 
University  of  Michigan,  and  there  was  an  ex- 
cellent turnout  to  hear  his  lecture  on  Gastro- 
intestinal Symptoms  in  Children. 

The  August  meeting,  attended  by  75  doctors, 
heard  a case  report  by  Dr.  Vasconcelles,  on 
biliary  dyskinesia;  a lecture  by  Dr.  T.  H.  Al- 
thausen,  Associate  Professor  of  Medicine,  Uni- 
versity of  California  Medical  School,  on  Func- 
tional Disorders  of  the  Gall  Bladder,  and  a re- 
port by  Dr.  Pinkerton  of  the  House  of  Delegates 
meetings  at  the  A.M.A.  convention  in  Cleveland. 

The  September  meeting  was  an  interesting 
one,  with  the  recital  by  Dr.  Thos.  Fujiwara  of 
a case  of  fever  of  unknown  origin,  followed  by 
active  discussion.  Dr.  Pinkerton  obtained  the 
approval  of  the  society  to  have  its  Preparedness 
Committee  request  the  Public  Health  Committee 
of  the  Chamber  of  Commerce  to  make  a motion 
picture  on  first-aid  to  be  used  for  training  me- 
dical aid  units.  This  would  afford  a tremen- 
dous saving  of  time  for  the  doctors  who  have 
been  giving  two  evenings  a week  to  such  train- 
ing in  the  last  months.  It  will  also  be  a great 
aid  in  standardizing  procedure  and  instruction. 


Dr.  Fronk  outlined  the  prehabilitation  program 
to  be  initiated  for  selectees  and  secured  ap- 
proval for  fees  based  on  the  HMSA  fee  schedule 
for  this  purpose.  Dr.  Fennel  gave  a brief  re- 
port of  a visit  with  Dr.  N.  E.  Wayson,  who  is 
now  in  charge  of  the  Plague  Investigation 
Laboratories  of  the  U.S.  Public  Health  Service, 
and  warned  the  doctors  of  Hawaii  to  be  ever 
vigilant  in  their  search  for  plague  infested  rats. 
The  substance  of  his  remarks  appears  elsewhere 
in  this  issue. 

The  Surgical  Section  of  the  Society  meets 
regularly  every  other  month  on  the  second 
Friday,  under  the  leadership  of  Dr  J.  E.  Strode. 
This  section  was  revived  only  last  September  and 
is  well  on  tbe  way  to  becoming  an  important  part 
of  the  Society’s  activities.  Some  of  the  papers 
given  will  be  published  in  subsequent  issues  of 

Thf.  Journal — Urinary  Calculi  by  R.  O.  Brown, 
Kidney  Injuries  by  P.  S.  Irwin;  Observations  in 
Mainland  Gynecological  and  Obstetrical  Clinics 
by  Paul  Wiig,  and  The  Management  of  Burns  by 
F.  J.  Halford. 

Industrial  Accident  Fee  Schedule:  Upon  the 

request  of  the  Board  of  Governors,  the  Work- 
men’s Compensation  Committee,  enlarged  to 
seven  members,  met  to  consider  whether  the  fee 
schedule  should  be  opened  up  for  revision.  Be- 
fore coming  to  a decision,  a questionnaire  was 
circulated  to  all  members  requesting  suggestions 
for  changes  and  asking  for  an  expression  to  the 
following : 

Do  you  believe  that  taken  as  a whole  the  pre- 
sent Industrial  Fee  Schedule  gives  a fair  re- 
turn to  the  doctor  rendering  industrial  accident 
services  and  that  it  should  be  continued  with- 
out major  revision,  or 

Do  you  think  a sufficient  number  of  items 
need  revision  to  warrant  opening  up  the  issue 
with  the  insurance  companies  and  industrial 
firms  ? 

This  was  sent  with  the  caution  that  “If  this 
questionnaire  is  not  returned  by  Thursday, 
August  14th,  it  is  assumed  that  you  favor  no 
change  in  the  present  fee  schedule” 

Some  25  blanks  with  suggestions  for  change 
were  submitted  for  the  committee’s  considera- 
tion when  it  met  on  August  15th.  Since  by 
negative  report  and  lack  of  report  it  appeared 
that  the  society  was  overwhelmingly  in  favor 
of  no  revision,  the  Committee  decided  not  to 
make  any  revisions  unless  the  insurance  com- 
panies have  raised  their  premiums  to  industrial 
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firms,  in  which  case  a blanket  increase  through- 
out the  schedule  seems  indicated. 

Contract  Practice.  T h e matter  of  the 
Consolidated  Amusement  Company  is  still  under 
investigation  by  the  Committee  on  Forms  of 
Medical  Practice,  a hearing  having  recently  been 
held  at  which  Dr.  Alsup  denied  any  arrange- 
ment for  medical  service  to  the  company’s  em- 
ployees, except  on  a fee-for-service  basis. 

The  Aiea  medical  plan  experiment  has  been 
reported  to  the  Society  as  being  terminated  with 
the  "call  to  arms”  of  Dr.  Thompson. 

On  the  Underground  Fuel  Storage  arrange- 
ment with  the  Honolulu  Plantation  Company, 
operating  the  Aiea  Hospital,  under  which  work- 
ers may  by  payroll  deducation  of  $1.50  monthly 
receive  complete  medical,  surgical  and  hospital 
care  for  non-industrial  sickness,  Dr.  Thompson 
testifies  that  this  is  an  arrangement  in  which  he 
has  no  part.  Written  evidence,  however,  in- 
dicates that  there  is  a plan  in  operation.  This 
matter  is  being  further  investigated. 

Dues  and  Assessments.  Since  several 
of  the  doctors  have  been  called  into  active 
service,  the  question  of  changing  them  over  to 
Service  Membership  status  has  repeatedly  been 
raised.  The  Board  felt  that  a definite  policy 
should  be  established  to  cover  these  cases,  as 
well  as  assessments  to  Service  Members,  and 
Army  and  Navy  doctors,  as  follows  : 

Re:  members  called  to  active  duty: 

All  members  of  record  at  the  beginning  of  the  fiscal 
year,  namely  May  1,  1941,  are  required  to  pay  the 
regular  dues  and  assessments  for  the  year.  At  the  end 
of  the  fiscal  year,  April  30,  1942,  all  regular  members 
in  active  service  will  be  so  recognized  and  be  declared 
exempt  from  the  payment  of  all  dues  and  assessments 
for  t he  duration  of  their  service,  with  the  exception 
that  those  who  are  engaged  in  part-time  private  prac- 
tice will  be  assessed  for  the  full  amount  of  dues  and 
assessments  as  are  regular  members. 

(See  under  "Post  Graduate”  heading  in  this 
county  report  the  ruling  regarding  Post  Gradu- 
ate assessment  of  Service  Members,  Army  anti 
Navy  doctors.) 

By-Laws.  Now  that  the  Territorial  Asso- 
ciation by-laws  have  been  revised,  the  Honolulu 
County  will  begin  its  study  of  changes  which 
time  and  use  have  indicated  to  be  necessary  and 
to  bring  about  conformity  with  the  Territorial 
by-laws. 

Hawaii  Medical  Service  Association:  Nu- 

merous meetings  were  necessary  to  iron  out  de- 
tails of  the  new  contract  signed  on  June  30th. 
The  plan  will  continue  under  t'he  same  terms  as 
last  year.  Although  several  adjustments  were 


indicated,  it  was  felt  no  changes  should  be  made 
until  two  years  of  operation  had  been  completed 
on  which  to  base  statistics.  The  only  difficulty 
in  coming  to  a new  agreement  with  the  HMSA 
was  the  request  for  a further  extension  of  time 
to  bring  the  membership  of  the  teacher  and  social 
worker  groups  up  to  the  required  75%  Your 
Board,  having  recognized  the  possible  difficulty 
of  these  groups  meeting  this  requirement,  had 
in  the  first  contract  given  the  six  months  in 
which  to  do  this.  Their  request  at  the  end  of 
six  months  for  an  extension  was  granted,  fol- 
lowed by  another  indefinite  extension.  In  the 
interest  of  the  plan  it  was  felt  that  no  further 
extensions  could  be  allowed,  except  for  the  com- 
promise that  groups  of  less  than  75%  be  sus- 
pended for  six  months  from  the  payment  of  dues 
and  the  receipt  of  benefits,  with  automatic  rein- 
statement if  the  group  brings  its  membership  up 
to  75%  within  that  period. 

Preparedness  Program.  Seven  doctors  were 
elected  by  popular  vote  at  a regular  meeting  of 
the  society  to  guide  the  medical  preparedness 
activities,  viz  : H.  L.  Arnold,  J.  E.  Strode,  R.  B. 
Fans,  Nils  P.  Larsen,  Paul  Withington,  F.  J. 
Pinkerton.  James  F.  Judd. 

In  response  to  a request  from  the  Prepared- 
ness Committee  the  Board  of  Governors  express- 
ed itself  in  favor  of  the  proposed  mass  immuniza- 
tion campaign  against  small  pox,  tetanus  and 
typhoid,  but  it  did  not  favor  that  such  immuniza- 
tion be  done  at  the  aid  stations  free  of  charge. 
Upon  request,  fees  were  recommended  as  fol- 
lows : 

Smallpox  vaccination $3.00 

Tetanus  series  (2)  5.00 

Typhoid  series  (3)  5.00 

Dr.  Arnold  reported  to  the  Board  of  Governors 
the  following  change  in  set-up  of  the  Prepared- 
ness Committee,  which  change  is  acceptable  to 
the  Board  : 

A change  in  the  set-up  lias  just  occurred  which  1 
feel  is  important  enough  for  me  to  make  a report  of 
to  the  Society  in  general.  It  is  this:  It  has  been  the 
feeling  of  the  committee  for  some  time  past,  that  now 
that  the  training  period  was  approaching  its  end,  it  was 
highly  desirable  that  the  question  of  who  was  to  com- 
mand these  units  and  the  ambulance  service  during  any 
emergency  should  be  definitely  fixed.  There  was  ob- 
viously question  in  the  mind  of  many  people  as  to 
whether  Hr.  Mossman.  myself  or  Dr.  Faus  was  actually 
the  commanding  officer.  The  solution  decided  upon  by 
the  Mayor  was  that  I should  be, appointed  a member  of 
the  Major  Disaster  Cuncil  of  the  City  in  charge  of  first 
aid  units  and  ambulance  service.  The  setup  of  the 
Disaster  Council  is  such  that  each  chairman  of  a section 
is  expected  to  appoint  an  alternate  who  may  attend  to 
his  duties  when,  for  any  reason,  he  is  absent  and  that 
he  may  appoint  a committee  to  act  as  advisors  on  mat- 
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ters  which  come  up  affecting  his  department.  I have 
appointed  Dr.  Robert  Faus  as  my  alternate  on  the 
Council  and  have  appointed  the  members  of  the  Pre- 
paredness Committee  of  the  Honolulu  County  Medical 
Society  as  my  advisors.  1 agree  that  neither  Dr.  Faus 
nor  1 will  make  any  decision  of  importance  about 
which  we  consider  there  can  be  the  slightest  doubt  as 
to  the  proper  course  of  action  to  pursue,  without  con- 
sulting the  committee. 

It  is  also  our  intention  that  assignments  to  various 
duties  as  now  made  among  the  committee  members  shall 
remain  as  they  are.  That  is  to  say.  Dr.  Benyas  shall 
remain  in  charge  of  training.  Dr.  Strode  and  Dr.  Judd 
in  charge  of  surgical  teams,  etc.  The  justification  for 
this  change  which  is  really  a change  of  form  more  than 
of  substance  is  that  under  many  circumstances  it  is 
impossible  for  a committee  to  exercise  command.  In 
tlie  last  analysis  one  man  must  be  responsible.  This  change 
in  the  set-up  makes  that  easily  possible  and  yet  retains 
the  advantages  of  having  the  advice  of  those  men  whom 
the  Society  selected  as  best  qualified  to  make  these  deci- 
sions, available  to  those  men  who  are  in  charge  of 
operations. 

Prehabilitation.  Dr.  Fronk,  Director  of  Selec- 
tive Service,  requested  and  received  permission 
from  the  membership  at  the  meeting  in  Septem- 
ber to  use  a fee  schedule  based  on  the  Hawaii  Me- 
dical Service  Association  fee  schedule  for  medi- 
cal services  in  the  prehabilitation  of  draft  re- 
gistrants. Notices  went  out  to  all  members  to  the 
effect  that  registrants  requiring  medical  services 
under  this  plan  will  be  instructed  to  go  to  their 
private  physicians  and  that  charges  for  services 
should  be  made  to  the  registrant  on  the  basis  of 
the  HMSA  fee  schedule  according  to  the  indi- 
vidual's income  bracket. 

Post  Graduate  Section  (a)  Assessment.  The 

membership  having  agreed,  at  the  annual  meet- 
ing in  April,  to  the  recommendation  of  the  Post- 
( iraduate  Committee  to  assess  all  members  a set 
sum  per  year  to  cover  lecture  costs  (instead  of 
as  formerly  to  have  only  those  who  attend  a 
given  series  carry  the  cost  of  bringing  down  the 
lecturer),  the  Board  of  Governors  set  this  as- 
sessment at  $10  per  year.  Every  member  on 
record  as  of  April  1,  1941,  received  assessment 
notice.  It  is  a charge  required  to  be  paid  the 
same  as  the  yearly  dues. 

(b)  Assessment — Service  Members,  Army  and 
Navy  Doctors.  It  has  been  the  custom  in  the  past 
to  require  payment  from  Army  and  Navy  doc- 
tors for  post  graduate  courses,  the  same  as  re- 
gular and  service  members.  The  picture  changes, 
however,  with  the  introduction  of  a yearly  post 
graduate  assessment,  and  several  problems  im- 
mediately arise.  A naval  reserve  officer  who  is 
a member  in  good  standing  with  his  medical  so- 
ciety elsewhere  and  who  would  not  be  expected 
to  transfer  his  membership  to  Hawaii  on  his 
uncertain  and  temporary  status,  the  Board  felt 


should  be  made  welcome  by  the  society  and  ad- 
mitted as  a guest  to  our  lectures.  How  then 
would  you  draw  the  distinction  between  him  and 
the  naval  officer  on  regular  duty?  If  you  ad- 
mit him  also  as  a guest,  what  about  the  naval  of- 
ficer who  was  interested  enough  to  take  out  a 
service  membership  with  our  society?  The  Board 
therefore  passed  the  following  ruling  treating 
them  all  alike: 

That  Service  Members  and  medical  officers 
on  active  duty  during  the  emergency  be  allowed 
to  attend  lectures  given  by  the  society  without 
the  payment  of  post  graduate  assessment  (except 
as  this  conflicts  with  the  general  ruling  made  as 
to  dues  and  assessments  for  regular  members 
drawn  into  active  service,  as  stated  under  the 
heading  Dues  and  Assessments  earlier  in  this 
county  report). 

(c)  Gifts  to  lecturers.  In  view  of  the  curtailed 
finances  of  the  society,  due  to  many  doctors’  be- 
ing called  to  active  service,  the  custom  of  making 
gifts  to  lecturers  will  be  discontinued  where  the 
lecturer  receives  payment  from  any  source  for 
his  visit  to  Hawaii. 

(d)  Program.  Your  P.  G.  Committee  has  al- 
ready made  contact  with  outstanding  men  in  the 
fields  of  traumatic  and  war  surgery,  and  phy- 
siology, and  hopes  to  have  a lecturer  for  the 
spring  session  lined  up  before  the  end  of  the 
year.  It  has  also  been  in  touch  with  the  state 
societies  on  the  west  coast  suggesting  an  ar- 
rangement whereby  their  lecturers  may  come  to 
Hawaii.  This  would  eliminate  some  of  the  travel- 
ling expense  and  perhaps  make  it  possible  to 
have  two  lecturers  instead  of  one  for  the  year. 

Already  this  year  a broad  program  has  been 
provided  which  the  doctors  have  enjoyed  under 
comfortable  conditions  in  the  new  air-condition- 
ed auditorium  of  the  Mabel  Smyth  Building. 

Dr.  Marion  A.  Blankenhorn,  Director  of  the 
Department  of  Internal  Medicine,  University  of 
Cincinnati,  came  to  us  under  arrangements  made 
by  last  year's  committee  to  give  a course  in  April, 
as  follows : 

Hypertension 
Congestive  Failure 
Medical  Shock 
Edema 

Atypical  Pneumonia 
Dyspnea  and  Cyanosis 
Anuria  and  Albuminuria 
Subacute  Bacterial  Endocarditis. 

90  doctors,  including  several  interns,  signed  up 
for  the  course.  Dr.  Blankenhorn  was  also  guest 
speaker  at  the  annual  meeting  of  the  Territorial 
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Association  at  which  he  covered  the  topics  Spe- 
cific Treatment  of  Pneumonia  and  Diagnosis  and 
Treatment  of  ( iastro-Knteric  Bleeding. 

With  all  this  schedule,  including  visits  to  the 
outside  islands,  lecturing  there  also,  Dr.  Blank- 
enhorn  was  kind  enough  to  give  over  an  evening 
to  lecture  to  the  public.  He  was  very  much  inter- 
ested in  our  efforts  at  public  education  and  would 
have  welcomed  an  opportunity  to  have  come  bet- 
ter prepared  for  that  purpose.  He  was  full  of  ad- 
miration for  our  building  and  library  and  as  a 
token  of  his  interest  presented  the  library  with 
a 3 volume  set  of  Barr's  General  Therapy. 

At  the  end  of  June  Dr.  Edward  L.  Compere, 
orthopedic  surgeon  from  the  University  of  Chi- 
cago. came  to  us  by  courtesy  of  the  Bureau  of 
Crippled  Children  of  the  Board  of  Health,  lec- 
turing on 

Acute  Anterior  Poliomyelitis 
Osteomyelitis 
Congenital  Deformities 
Tuberculosis  of  the  Spine 
Treatment  of  Fractures 

Surgical  Treatment  of  Tuberculosis  in  Children. 

He  was  immediately  followed  by  Dr.  Charles 
F.  McKhann.  Professor  of  Pediatrics  of  the  Uni- 
versity of  Michigan,  who  lectured  on 

Tuberculosis  in  Children 
Premature  and  New  Born 
Respiratory  Diseases 
Endocrines 

His  visit  to  the  Territory  was  made  possible 
through  the  Maternal  and  Child  Health  Bureau 
of  the  Board  of  Health,  and  the  society  is  indeed 
grateful  to  the  Board  of  Health  for  the  opport- 
unity of  hearing  these  excellent  teachers.  Both 
series  of  lectures  were  open  to  nurses  as  well  as 
doctors  and  there  was  a record  attendance  even 
on  Saturday  afternoon. 

Through  arrangements  of  our  Post  Graduate 
Committee,  Dr.  Theodore  L.  Althausen,  Associ- 
ate Professor  of  Medicine  of  the  University  of 
California  Medical  School,  and  visiting  professor 
at  the  summer  school  of  the  University  of  Ha- 
waii, brought  to  a most  appreciative  audience  lec- 
tures on 


Functional  Disturbances  of  the  Gall  Bladder 

Medical  and  Pre-Operative  Treatment  of  Chronic 
Cholecystitis 

Diagnostic  and  Therapeutic  Management  of  Jaundice. 

Treatment  of  Functional  Digestive  Diseases,  includ- 
ing a simplified  psychiatric  apropach. 

Not  all  of  these  lectures  were  completely  re- 
corded, but  such  as  we  can  get  an  accurate  tran- 
script of  will  appear  in  subsequent  issues  of  the 
Joukn ALimder  the  special  heading  post  gra- 
duate notes.  All  of  Dr.  Althausen’s  lectures  will 
be  available. 

Industrial  Exposition.  We  will  participate 
again  this  year,  along  with  several  other 
health  agencies,  in  the  Hawaiian  Industrial  Ex- 
position, September  27  to  October  5th.  The 
health  booth  will  be  limited  entirely  to  education- 
al films,  this  having  proved  the  most  popular 
feature  of  last  year’s  exhibit.  The  new  sound 
and  color  film  on  rats  just  completed  by  the  Rat 
Control  Committee  of  the  Chamber  of  Commerce 
will  be  the  special  feature.  Lanikila,  a colored 
sound  film  on  tuberculosis,  a film  on  cancer,  and 
one  on  venereal  disease  will  complete  the  pro- 
gram. 

St.  Francis  Hospital  Drive.  Endorsement  was 
given  to  the  St.  Francis  drive  and  letter  was  sent 
to  all  members  requesting  their  kokua. 

Motion  Picture  Projector.  In  July  the  dona- 
tions of  Dr.  Middelton  of  Wisconsin  and  Dr. 
Ravdin  of  Philadelphia  of  $100.00  each  for  pro- 
jection apparatus  were  turned  over  to  the  Mabel 
Smyth  Building  to  apply  toward  the  purchase 
of  an  Ampro  motion  picture  projector  costing 
$1200.  Such  a machine  was  constantly  be- 
ing called  for  in  the  building  for  showings  to 
the  medical  men  in  connection  with  the  defense 
program  and  for  educational  programs  to  the 
public.  Subsequently  the  Public  Health  Commit- 
tee of  the  Chamber  of  Commerce  has  underwrit- 
ten the  entire  cost  of  the  projector  in  the  inter- 
est of  the  medical  defense  program  and  epide- 
mic control  education,  and  the  $200  will  be  re- 
turned to  the  society  to  be  used  for  the  purchase 
of  a slide  projector  to  replace  the  inadequate  one 
which  the  society  has  been  using  for  years. 

A.  W.  Duryea,  M.D.  reporting. 
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“DON’T  SMOKE’’  is  advice 

hard  for  patients  to  swallow. 
May  we  suggest  SMOKE 
PHILIP  MORRIS”  instead? 

Tests  showed  3 out  of  every 
4 cases  of  smokers  cough 
cleared  on  changing  to  Philip 
Morris.  May  we  send  you  the 
studies  themselves? 


PHILIP  MORRIS  & CO.  LTD.,  INC.,  1 19  FIFTH  AVENUE,  NEW  YORK 
Please  send  me  copies  of  the  reprints  checked. 


□ Proc.  Soc.  Exp.  Biol,  and  Md.,  1934,  32,  241-245 — 

Pharmacology  of  Inflammation:  III.  Influence  of  Hy- 
groscopic Ag^n.s  on  Irritation  From  Cigarette  Smoke. 

□ N.  Y.  State  Jour.  Med.  1935,  35-No.  1 1.590 — 

Irritating  Properties  of  Cigarette  Smoke  as  Influenced 
by  Hygroscopic  Agents." 


□ Laryngoscope,  1935,  XLV,  No.  2,  149-154 — "Some 
Clinical  Observations  on  tbe  Influence  of  Certain 
Hygroscopic  Agents  in  Cigarettes. 

□ Laryngoscope,  1937,  XLVII,  58-60 — "Further  Clinical 
Observations  on  the  Influence  of  Hygroscopic  Agents 
in  Cigarettes." 


NAME 

ADDRESS 

CITY STATE 


AMA 


Cutter 


LATEST 

TRANSFUSION  AIDS 


For  intravenous  therapy  that  is 


Entirely  closed  vacuum 
transfusion  system 
simplified  by  Cutter 
Saftivalve  and  Saftivac. 


Illustrating  how  flask  is 
supported  and  rate  of  flow  controlled 
with  one  hand.  Note:  no  acute  angles 
to  slow  up  blood  flow,  nor  inaccessi- 
ble constricted  orifices  to  cause  clotting. 


Human  Serum  and 
Human  Plasma  in  Cutter 
Saftiflasks  . . . emergency 
substitute  for  transfusion. 


A "blood  bank"  for  every  hospital. 
No  typing  or  cross-matching  required. 
Simply  remove  cap,  insert  connecting 
tube  of  your  injection  outfit  and  start 
injection.  In  250  c.c.  Cutter  Saftiflasks 
and  50  c.c.  bottles. 


smooth— free  from  confusion— safer 


because  of  the  Saftiflask's  complete 


simplicity. 


Hanging  device  out 
of  your  way  until 
needed. 


place,  assuring  quick 
starting,  steady  flow. 
No  gadgets  to  as- 
semble, sterilize  and 


Vacuum  sealed.  The 
presence  of  a vacu- 
um says  solution  is 
as  pure  as  when  it 
left  the  laboratory. 


Just  plug  in 
your  injection 

tubing No 

loose  parts  to 
wash,  sterilize 
and  assemble. 
No  involved 
technique  with 
resultant  mul- 
tiple sterility 
hazards. 


For  safety , insist  on  dextrose  and 
other  solutions  "in  Saftiflasks.” 


CUTTER  JCodboroionrLes 

BERKELEY*  CHICAGO  • NEW  YORK 

Seattle  • Los  Angeles  • New  Orleans  • Ft.  Worth  • San  Antonio  • Denver 
One  of  America's  oldest  biological  laboratories 
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NOTES  AND  NEWS 


OUR  COVER 

The  line  drawing  on  the  cover  of  The  Journal 
is  not  merely  an  artistic  effort.  It  is  a tracing 
from  a photograph  of  the  main  entrance  of  the 
new  Mabel  L.  Smyth  Memorial  Building,  the 
Association’s  headquarters.  This  was  chosen 
from  a number  of  photographs  taken  by  Otto 
Matsumoto,  photographer  of  the  Queen’s  Hos- 
pital. 

The  design  above  the  doorway  is  composed 
of  two  elements : the  Aesculapian  staff  with  a 
single  serpent  entwined  about  it  which  properly 
symbolizes  Medicine  and  the  -leaves  of  the  ape, 
or  giant  elephant-ear  plant,  which  may  be  taken 
to  symbolize  the  sub-tropics.  The  same  leaves 
appear  along  the  balustrade  in  front  of  the  door- 
way. 

The  particular  arrangement  oOstaff  and  ser- 
pent was  borrowed  from  the  Coat  of  Arms  of  the 
United  States  Army  Medical  Corps.  The  general 
arrangement  of  the  page  was  inspired  in  large 
measure  by  the  cover  design  of  the  Pennsyl- 
vania Medical  Journal.  The  type  in  which  the 
name  of  The  Journal  is  set  is  Huxley  Vertical. 

JOURNAL  POLICIES 

Since  it  worked  out  so  successfully  last  year 
with  the  Bulletin,  it  is  planned  that  each  county 
society  be  responsible  for  one  issue  of  the  Journ- 
al this  year.  The  issue  for  November  will  be  ar- 
ranged for  by  the  Honolulu  County  to  give  the 
editors  on  the  other  islands  plenty  of  time  to 
prepare  for  their  issues  which  will  fall  as  fol- 
lows : 

Hawaii  County-January  issue. 

Maui  County-March  issue. 

Kauai  County-May  issue. 

The  associate  editor  of  each  island-Dr.  H.  M. 
Patterson  for  Hawaii;  J.  Alfred  Burden  for 
Maui  and  Sam  Wallis  for  Kauai-will  be  respon- 
sible for  planning  his  county  society’s  number. 
Articles  and  news  items  from  his  county  should 
be  submitted  to  him  for  acceptance  not  later  than 
the  15th  day  of  the  month  preceeding  publica- 
tion. This  does  not  restrict  anyone,  however, 
from  any  of  the  other  islands  from  sending  to  the 
office  of  the  Journal  in  Honolulu  material  and 
suggestions  at  any  time. 


Local  news  of  possible  interest  to  the  medical 
profession,  changes  in  address,  notices  of  births, 
deaths  and  weddings  will  be  gratefully  received. 


NEW  MEMBERS 
Reported  Since  April 

Tilden,  1.  L. — Transferred  from  Maui  County.  Univ.  of 
Nebraska  1935.  Pathology.  The  Clinic,  Honolulu. 
Dickson,  H.  S. — Transferred  from  Hawaii  County. 
Dalhousie,  1921.  Private  practice.  1118  Pensacola 
St.  and  111  Dillingham  Blvd. 

Tessmer,  Carl  F. — Service  Member.  U.niv.  Pittsburg 
1935.  Pathology.  Schofield  Barracks,  Oahu. 
Cushnie,  Edward  F. : — Loyola  Univ.  1939.  General. 
The  Clinic,  Honolulu. 

Natsui,  Dorothy  S. — Loyola  Univ.  1935.  Psychiatry. 

Territorial  Hospital,  Kaneohe,  Oahu. 

Sibley,  W.  S. — Service  Member.  Univ.  Michigan  1936. 
U.  S.  Public  Health  Service,  Federal  Bldg., 
Honolulu. 

Waite,  Verne  C. — Service  Member.  Univ.  Michigan 
1939,  LT.  S.  Public  Health  Service,  Federal  Bldg. 
Honolulu. 

Walker,  Alrert  T. — Service  Member,  Univ.  California 
1922.  Ob.  Gyn.  U.  S.  Navy,  Naval  Dispensary, 
Honolulu. 

Miyasaki,  Seichi  — Northwestern  1931.  General  prac- 
tice. Waialua,  Oahu. 

Tamura,  Thomas — Yale  1922.  General  practice.  Wai- 
pahu, Oahu. 

Bennett,  John  Terrell — Service  Member.  Jefferson 
1914.  Internal  Medicine.  U.  S.  Navy,  Naval  Hos- 
pital, Pearl  Harbor. 

Potter,  James  E.— Service  Member.  Vanderbilt  1914. 
Lrrology.  U.  S.  Navy.  Nava!  Hospital,  Pearl 
Harbor. 

Kuram oto,  Mitsuo — Northwestern  1939.  General  prac- 
tice. 455  N.  Kuakini  St.,  Honolulu. 

Ozawa,  VV  alter  M.  — Ohio  State  1939.  Territorial 
Hospital,  Kaneohe,  Oahu. 

Giles,  Frederick  L. — Transferred  from  Kauai  County 
Indiana  1934,  Internal  Medicine.  Medical  Group, 
Honolulu. 

Richert,  Thomas  H. — Transferred  from  Kauai.  McGill 
1938.  General  practice.  Fronk-Wynn  Clinic, 
Honolulu. 

Nishijima,  Satoru — Jefferson  1938.  General  practice. 
53  S.  Kukui  St.,  Honolulu. 

Childs.  Edgar  S. Yale  1935.  Diseases  of  the  Chest. 
Leahi  Home,  Honolulu 

Depp,  Donald  S.— Univ.  Oregon  1939.  St.  Francis 
Hospital. 

Chou,  Ellen  F.  Leong— Rush  1925.  Ob.  Gyn.  1464 
Emma  St.,  Honolulu. 

Chou,  T.  P.— Huan-Yale  Med.  Col.  1922.  E.  E.  N.  T. 
1464  Emma  St. 

Katsuki,  David  I.— No.  Dakota  1928.  Obs.  Gyn.  1515 
Nuuanu  St.  and  Emergency  Hospital. 

Seeley,  F.  L.  J.— California  1931.  Psychiatry,  U.  S. 

Navy.  Naval  Hospital,  Pearl  Harbor. 

Mermod,  Leon  E.— Transfer  from  California.  Stanford 
1932.  Waipahu,  Oahu. 
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Hawaii  Medical  Service  Association 

BALANCE  SHEET 
As  of  May  31,  1941 


ASSETS 

Current  Assets 

Cash  on  Hand  and  with  Depositories $22,417.09 

Cash  deposited  with  Territorial  Treasurer 3,500.00 

Accrued  Interest  Receivable,  etc 144.83 

Dues  Receivable 2,002.78  $28,064.70 


Fixed  Assets 

Office  Furniture  and  Fixtures $ 1,849.00 

Less  Reserve  for  Depreciation 247.52  1,601.48 


$29,666.18 

LIABILITIES  AND  SURPLUS 


Current  Liabilities 

Provision  for  Medical  Care  not  Billed $ 4,400.00 

Accrued  Taxes  Payable,  etc 228.05  $ 4,628.05 


Prepaid  Dues 1,101.55 

Physicians’  Reserve  Fund 6,148.89 

Surplus 

Both  Contributed  and  Arising  from  Operations 17,787.69 


$29,666.18 


The  Physicians’  Reserve  Fund  represents  a withholding  of  part  of  the 
physicians’  charges  and  is  eventually  payable  lo  them  if  no  losses  arise. 
This  reserve  is  increasing  each  month. 

A non-profit  organization  providing  doctor  and  hospital  care  to  low 
and  middle  income  groups. 

This  service  is  made  possible  by  the  participation  of  the  Honolulu 
County  Medical  Society. 

“Certfication  of  audit  Lv  Tennent  & Greaney,  Certified  Public  Accoun- 
tants, is  on  file  covering  the  above  balance  sheet  and  related  operating 
statement.” 

For  further  information,  write  the  Honolulu  County  Medical  Society. 
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Du.  Kenneth  Amlin,  who  is  associated  with  Dr.  B. 
O.  Wade  at  Waimea,  Kauai,  returned  August  1st  from 
the  mainland,  where  he  spent  three  months  at  the  New 
York  Polyclinic  studying  ear,  eye,  nose  and  throat.  Dr. 
Amlin  does  not  expect  to  specialize  in  this  field  hut 
hopes  to  improve  the  care  of  the  plantation  personnel. 
After  his  studies  he  motored  through  the  Pacific  North- 
west. 

Dr.  N.  M.  Benyas  has  gone  off  to  the  mainland 
with  the  football  team.  His  itinerary  includes  Portland, 
Stockton,  Denver,  Chicago,  New  York  and  Boston. 

Dr.  William  Winter  has  just  returned  from  6 
weeks  on  Palmyra.  He  says  it’s  a beautiful  group  of  80 
islands  covered  with  palms.  It  never  stops  raining,  and 
it  is  hot,  but  he  loved  it. 

Dr.  Archie  Oren stein  was  away  on  the  mainland 
spending  two  months  at  rest  and  study  on  the  East 
Coast.  Dr.  Iyar  Larsen  took  over  during  his  absence. 

Dr.  A.  C.  Rothrock  has  returned  from  a short  trip 
to  the  mainland. 

Dr.  R.  J.  McArthur  had  a two  weeks’  vacation 
trip  which  included  Honolulu  and  Kona.  It  is  rumored 
that  Jiggs  caught  some  pretty  big  fish  at  Kona.  The 
center  of  interest  in  the  McArthur  home  these  days  is 
"Johnnie”,  the  newly  adopted  son  who  is  reputed  to  be 
‘‘quite  a feller”. 

Dr.  Thomas  Cowan  made  a combined  business  and 
vacation  trip  to  the  mainland  for  two  months.  While 
there  he  passed  examinations  of  the  American  Board 
of  Ophthalmology. 

Dr.  Harold  Moffat  returned  from  the  Coast  re- 
cently with  his  family.  While  there  he  took  and  passed 
the  American  Board  of  Ophthalmology  examinations. 

Dr.  James  Fleming  took  over  the  work  in  the  Haiku 
District,  vacated  by  Dr.  St.  Sure,  Sr.  who  left  for  the 
mainland. 

An  anesthetist  at  the  Puunene  Hospital  for  the  first 
time  in  history!  Name  unknown  at  this  writing,  but  she 
comes  from  Pahala  on  Hawaii. 

Dr.  L.  Clagget  Beck,  formerly  Asst.  Physican  at 
Koloa  and  McBryde  Plantations  in  1939-40,  returned  to 
Kauai  to  replace  Dr.  Thomas  H.  Richert  who  left  on 
July  1st  for  Honolulu.  Dr.  Beck  is  a graduate  of  Prince- 
ton, 1931,  and  Johns  Hopkins,  1935.  He  interned  and 
had  an  Assistant  Residency  at  Union  Memorial  Hos- 
pital, Baltimore,  1935-36.  In  1937-39  he  was  municipal 
physician  at  St.  Croix  in  the  Virgin  Islands.  After 
leaving  Kauai  in  1940  he  spent  one  year  in  Baltimore  as 
a dispensary  physician  for  Johns  Hopkins.  He  returns 
to  Kauai  to  work  for  the  Hawaiian  Canneries,  Ltd.  and 
the  Kealia  division  of  the  Lihue  Plantation  Company. 

Dr.  William  M.  Shanahan  of  Milwaukee,  Wis- 
consin, has  come  to  the  Mental  Health  Clinic  at  Queen’s 
Hospital  to  be  Assistant  Psychiatrist.  Dr.  Shanahan 
comes  from  the  Boston  State  Hospital  and  trained  under 
Dr.  Franklin  G.  Eraugh  at  Denver. 

Dr.  David  Morgan,  Resident  Psychiatrist  at  the 
deucy  to  take  up  work  at  the  Colorado  Hospital  with 
Mental  Health  Clinic,  left  at  the  end  of  his  year’s  resi- 
Dr.  Ebaugh.  No  one  so  far  has  been  engaged  to  fill 
his  place. 

Dr.  D.  L.  Burlingame  of  Hakalau  is  now  on  the 
mainland,  visiting  various  clinics. 

Dr.  R.  L.  Treadwell  of  Kohala  is  on  leave  for  four 
months  on  the  mainland.  He  will  study  in  West  Coast 
clinics  principally. 

Many  changes  in  the  Nursing  Staff  of  the  Wilcox 
Memorial  Hospital.  Lihue,  Kauai,  have  recently  been 
made.  Miss  Anna  Grace  Williams,  who  had  charge 


of  the  opening  and  organization  of  the  hospital,  resigned 
and  has  been  replaced  by  Estelle  M.  Annesser,  for- 
merly operating  room  supervisor  at  Queen’s  Hospital. 

Edith  Koskey,  Supervisor  of  Nurses,  also  resigned 
to  return  to  her  home  on  the  mainland. 

Dr.  W.  N.  Bergin  of  Laupahoehoe,  just  returned 
from  a four  months  course  of  study  in  mainland  clinics. 
He  spent  most  of  his  time  at  Tulane  and  at  Cook  County 
Post-graduate  School. 

Dr.  Louise  S.  Childs  will  serve  on  the  Advisory 
Committee  to  the  Bureau  of  Maternal  and  Child  Health 
and  on  the  Advisory  Committee  to  the  Bureau  of  Crip- 
pled Children,  relieving  Dr.  Joseph  Palma,  whose 
active  duty  in  the  Navy  makes  his  attendance  at  meet- 
ings impossible.  She  is  aso  serving  as  Dr.  Palma  s 
locum  tenens  at  The  Clinic. 

Dr.  H.  S.  Dickson  has  opened  an  office  to  serve  the 
civilian  population  in  the  Hickam  Field-Pearl  Harbor 
area.  Address:  111  Dillingham  Blvd.  He  continues  to 
carry  on  his  practice  at  the  Pensacola  office  as  well. 

Dr.  Frederick  Giles  from  Mahelona  Hospital, 
Kauai,  has  come  to  Honolulu  and  joined  The  Medical 
Group. 

Dr.  H.  I.  Metz,  who  has  been  at  Wilcox  Memorial 
Hospital  since  January  1,  1941,  is  leaving  to  enter  the 
army.  Dr.  Metz  is  a graduate  of  Marquette  University. 
He  came  to  Lihue  from  d ubbock,  Texas,  where  he 
interned.  Dr.  J.  W.  Gauthier  replaces  him. 

Dr.  Gauthier  interned  at  St.  Joseph  Hospital,  Ash- 
land, Wis.,  during  the  past  year.  He  is  a graduate  of 
Boston  University  Medical  School,  1939.  He  took  up  his 
new  duties  at  the  Wilcox  Memorial  Hospital  on  August 
15  th. 

Dr.  Herbert  Rothwell  returned  to  Kahuku  after 
two  months  on  the  mainland  where  he  attended  the 
A.M.A.  Convention  in  Cleveland  and  spent  some  time  in 
New  York  City  and  the  West  Coast. 

Dr.  Iyar  J.  Larsen  is  now  at  Kohala  substituting  for 
Dr.  Richard  T.  Treadwell  during  his  absence  on  the 
mainland. 

Dr.  Charles  L.  Wilbar,  Jr.,  Director  of  the  Bureau 
of  Maternal  & Child  Health  returned  after  a yeaFs 
study  with  Dr.  Graeme  Mitchell  at  the  Children  s 
Hospital,  Cincinnati.  Before  returning  to  Hawaii  he 
took  the  American  Board  examination  in  Pediatrics. 

Dr.  Ellis  Stephens  of  the  Territorial  Hospital  just 
returned  from  the  mainland  and  brings  with  him  equip- 
ment for  electric  “shock”  therapy,  which  is  coming  into 
wide  use  along  with  insulin  and  metrazol. 

Dr.  H.  Reickert  has  joined  the  staff  of  the  Fronk- 
Wynn  Clinic. 

Dr.  Martin  H.  Lichter  has  moved  from  his  Kai- 
muki  address  to  the  Young  Hotel,  room  374.  He  will 
he  doing  general  work. 

Dr.  T.  P.  Chou  and  his  wife.  Dr.  Ellen  Leong. 
have  taken  offices  at  1464  Emma  St,4  returning  recently 
from  Shanghai  where  they  were  engaged  during  the 
last  two  years  in  war  relief  work.  Dr.  Chou  was  di- 
rector of  the  Ear,  Nose  & Throat  Division  of  the  Na- 
tional Medical  College  at  Shanghai  and  Dr.  Leong  was 
in  charge  of  the  Department  of  Obstetrics  and 
Gynecology. 

Dr.  G.  H.  Lightner  of  Puunene.  Maui  has  left  for 
an  extended  vacation  on  the  mainland  after  several  post- 
ponements. 

Dr.  Gardner  Black  has  gone  to  the  Volcano  House 
to  get  away  from  the  heat  which  has  reached  a new 
high  lately — the  hottest  since  1919. 


59 


Hawaii  Medical  Journal 


September,  1941 


THE  SOCIETY  OF 
THE  NEW  YORK  HOSPITAL 
LEWIS  CASS  LEDYARD,  Jr.  FELLOWSHIP 

The  Lewis  Cass  Ledyard,  Jr.  Fellowship  was 
established  in  1939  by  a gift  from  Mrs.  Ruth 
If.  Ledyard,  wife  of  the  late  Lewis  Cass  Ledyard, 
Jr.,  a Governor  of  The  New  York  Hospital.  The 
income,  amounting  to  approximately  $4,000.00 
annually,  will  be  awarded  to  an  investigator  in 
the  fields  of  medicine  and  surgery,  or  in  any 
closely  related  field.  This  amount  will  be  ap- 
plied as  follows:  $3,000.00  as  a stipend  and,  ap- 
proximately, $1,000.00  for  supplies  or  expenses 
of  the  research.  In  making  the  award,  preference 
will  be  given  to  younger  applicants  who  are 
graduates  in  medicine,  and  who  have  demonstrat- 
ed fitness  to  carry  on  original  research  of  high 
order.  The  recipient  of  this  Fellowship  will  be 
required  to  submit  reports  of  his  work  under  the 
Fellowship,  either  at  stated  intervals  or  at  the 
end  of  the  academic  year ; and  when  the  result 
of  his  work  is  published  he  will  be  expected  to 
give  proper  credit  to  the  Lewis  Cass  Ledyard, 
Jr.  Fellowship.  The  research  work  under  this 
Fellowship  is  to  be  carried  on  at  The  New  York 
Hospital  and  Cornell  University  Medical  Col- 
lege. The  fellowship  will  be  available  on  July 
1st  at  the  beginning  of  the  academic  year.  Ap- 
plications for  the  year  1942-43  should  be  in  the 
hands  of  the  Committee  by  the  15th  ofDecember 
It  is  expected  that  the  award  will  be  made  by 
March  15,  1942. 

Application  for  this  Fellowship  should  be  ad- 
dressed to : 

The  Committee  of  the  Lewis  Cass  Ledyard, 
Jr.  Fellowship 


The  Society  of  The  New  York  Hospital 
525  East  68th  Street 
New  York,  N.  Y. 


WANT  ADS 

Situation  wanted.  ROENTGENOLOGIST. 

Tetsui  Watanabe,  M.D.  Graduate  of  Rush  1938;  one 
year  general  internship,  6 months  general  residency, 
and  2 years  residency  and  post-graduate  study  in 
radiology,  University  of  Chicago.  Address:  3410 

Campbell  Ave.,  Honolulu. 

Dr.  Willia  F.  Hume,  formerly  with  Dr.  Keay  at 
Pepeekeo,  Hawaii,  will  be  returning  to  Honolulu  about 
the  middle  of  October  after  a two  years’  professorship 
in  the  Orient,  and  wishes  to  remain  here  about  two  or 
three  months  before  going  on  to  the  coast.  He  will 
be  available  for  relief  work  during  his  stay. 

Wanted— RESIDENT  PSYCHIATRIST.  Exami- 
nation announcement  is  made  by  the  Civil  Service 
Commision  of  the  Territory  of  Hawaii  for  a RESI- 
DENT PSYCHIATRIST,  P-1,  $166-674216.57.  Ap- 
plications for  the  position  are  being  accepted  to  es- 
tablish promotional  and  open-competitive  eligible  lists 
up  to  October  8,  1941  at  4:00  o’clock  P.M.  For  de- 
tails see  Civil  Service  Commissions  of  the  counties 
of  Hawaii,  Kauai,  Maui  and  Honolulu. 


CHANGE  OF  ADDRESS 

Use  this  blank  to  advise  the  Journal  Office  of 
your  change  of  address  so  there  will  be  no  in- 
terruption in  the  receipt  of  your  Journal  and  no 
extra  postage  required  in  forwarding  from  the 
former  to  the  new  address. 

Name  

Former  Address 

New  Address  
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BURNS A NEW  TREATMENT 

A new'  treatment  for  burns  is  on  trial  here  in  the 
Territory,  available  at  the  Queen’s  Hospital.  It 
is  a solution  to  be  sprayed  on  burns  of  any  de- 
gree. When  it  dries  it  leaves  a celluloid-like  sur- 
face which  is  not  removed  until  the  burn  is  com- 
pletely healed.  The  formula  is  3-j/2%  sulfadia- 
zine pow’der,  8%  treyethanolamine  and 
88/v  distilled  water. 

A series  of  120  cases  at  Johns  Hopkins  treated 
in  this  way  produced  not  a single  infection. 

Lederle  Laboratories  are  shipping  a quantity 
of  this  product  to  Dr.  Larse  at  Queen’s  Hospital 
and  it  will  be  available,  free  of  charge,  to  all 
physicians,  including  Army  and  Navy  physici- 
ans, and  all  institutions,  upon  requisition  to  Dr. 
Larsen.  The  only  requirement  is  that  a report 
of  each  case  thus  treated  be  returned  to  the  Le- 
derle Laboratories  through  Dr.  Larsen.  About  a 
three  months’  supply  for  this  experimental  pur- 
pose is  being  made  available. 


Dr.  M.  F.  Haralson,  Territorial  Commissioner 
of  Public  Health,  brings  to  the  attention  of  phy- 
sicians of  the  Territory  the  necessity  of  report- 
ing cases  of  communicable  disease  to  the  Board 
of  Health. 

Section  1090,  Revised  Laws  of  Hawaii,  1935, 
requires  the  reporting  of  41  types  of  communi- 
cable diseases.  During  the  past  few  weeks  it  has 
been  noted  that  physicians  have  failed  to  report  a 
number  of  cases  of  typhus  fever,  bacillary  dy- 
sentery, and  lobar  pneumonia. 

Dr.  Haralson  pointed  out  to  the  Association 
members  the  importance  of  early  reportng  of  all 
notifiable  diseases,  particularly  at  this  time  when 
the  influx  of  hundreds  of  mainland  defense  work- 
ers increases  the  possibility  of  epidemics  of  dis- 
eases not  endemic  here  at  the  present  time.  He 
added  that  hospitals  should  not  be  depended  upon 
to  make  the  reports,  as  this  does  not  relieve  phy- 
sicians of  their  responsibility. 


Dr.  Herbert  Bowles  went  to  the  mainland  this  sum- 
mer to  take  the  American  Board  in  Obstetrics  and 
Gynecology,  and  visited  the  university  hospital  at  Ann 
Arbor  and  the  Univ.  of  California  hospital  in  San 
Francisco. 


A new  service  has  been  instituted  in  the  Society  on 
Hawaii — that  of  obtaining  schedules  of  all  post-graduate 
courses  offered  in  the  various  schools,  hospitals  and 
cities  of  the  Mainland.  This  service  will  be  kept  up-to- 
date  and  will  be  available  to  physicians  wishing  to  plan 
study  courses. 

(Suggestion  by  editor:  A brief  schedule  of  such 
courses  might  be  published  in  the  journal  so  as  to  be 
available  to  the  doctors  on  all  the  islands). 

Dr.  R.  B.  Cloward  has  joined  the  air-minded  phy- 
sicians of  Hawaii,  flying  to  California  by  Clipper  and 
continuing  by  air  to  Chicago  to  take  the  American 
Board  examinations  in  Neurology. 

Dr.  I var  J.  Larsen  is  now  at  Kohala  substituting 
for  Dr.  Richard  T.  Treadwell  during  his.  absence  on 
the  mainland. 


Drs.  Tessmer  and  Fennel  took  the  American  Board 
in  Pathology  this  summer  ; Dr.  Doolittle  the  American 
Board  of  Internal  Medicine,  and  Drs.  Gaudin  and 
Wil'sar  the  American  Board  of  Pediatrics. 


Dr.  Gaudin  attended  the  Region  3 American  Aca- 
demy of  Pediatrics  while  in  Chicago,  and  after  the 
American  Board  Examinations  vacationed  in  Southern 
Alberta  where  he  says  he  caught  a 23%  pound  lake 
trout,  the  biggest  catch  of  the  season  in  that  area. 


Drs.  Wai  Kai  Chang  and  Fred  K.  Lam  celebrated 
last  month  the  twentieth  anniversary  of  their  working 
together,  an  event  which  many  of  the  doctors  and  their 
wives  were  invited  to  share  with  them  at  a dinner  given 
at  I au  Yee  Chai. 


Come  Up  Where  It’s  Cool! 


Here  at  cool  Kilauea  is  the  ideal  vacation  spot  for  either 
doctor  or  patient.  You'll  enjoy  the  beautiful  mountain  set- 
ting . . . cool,  invigorating  climate  . . . gorgeous  scenery 
. . . restful,  pleasant  surroundings  . . . excellent  cuisine 
that  offers  the  best  in  delicious  meals  . . . cool,  airy  rooms 
comfortable  sleeping  and  lounging  facilities  . . . room  and 
bar  service  ...  all  combining  to  make  your  visit  here  com- 
plete in  every  respect.  We  are  confident  that  our  new  build- 
ing, which  opens  in  October,  will  provide  all  the  facilities 
you  could  possibly  desire  in  hotel  comfort. 
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Dr.  Fred  K.  Lam  was  appointed  general  chairman 
of  the  United  China  Relief  Inc.  for  the  Territory  of 
Hawaii  and  was  in  charge  of  raising  funds  in  the  Ter- 
ritory in  the  nation-wide  campaign  to  raise  $5,000,000 
for  general  relief  to  China.  To  date  $38,000  has  been 
raised  on  the  Island  of  Oahu  alone  which  includes  the 
proceeds  of  $5,500  from  the  Moon  Festival.  Money  is 
still  coming  in  daily.  It  is  expected  that  some  $50,000 
will  be  the  total  from  the  Territory  when  the  contribu- 
tions from  the  other  islands  are  brought  in. 

HAWAII  was  well  represented  at  the  A.M.A.  con- 
vention at  Cleveland.  Dr.  Pinkerton,  delegate,  Dr. 
Phillips,  alternate  delegate;  Drs.  Doolittle,  Van 
Poole,  Fennel,  Tessmer,  Cloward  and  Bowles  met 
daily  at  the  “ulcerative  colitis  booth”  after  sessions  and 
proceeded  on  to  lunch  together.  Dr.  Suliphant,  one- 
time pathologist  at  Kapiolani,  completed  the  group  o * 
“Hawaiians”. 

The  Territory  has  lost  eight  of  its  doctors  to  the 
Navy  in  the  last  few  months,  about  one-third  of  those 
on  the  naval  reserve  list  in  Hawaii.  Those  doing  active 
duty  are  Drs.  H.  M.  Chandler,  R.  Mansfield,  Robert 
Millard,  Joseph  Palma,  JF.  W.  Thompson,  Clarence 
Trexler,  Rodney  West  and  Paul  Withington.  So  far 
these  men  have  not  been  required  to  leave  the  islands 
and  are  stationed  at  Pearl  Harbor,  the  old  Naval  Station 
Dispensary  and  the  Fleet  Air  Base. 

Information  about  those  on  active  duty  with  the 
Army  is  not  available.  Dr.  Carl  Tessmer  is  at  Schofield, 
Dr.  F.  H.  Tong  is  a Captain  with  the  299th  Infantry 
Medical  Corps  stationed  at  Kaukukalo,  Maui ; Dr 
Rorert  Faus  has  received  his  commission  as  Major  and 
active  in  the  civilian  preparedness  program. 

Dr.  Arthur  G.  Hodgins  visited  on  Lanai  recently 
where  he  enjoyed  going  over  his  son’s  new  house. 
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Fifty-First  Annual  Meeting 

HAWAII  TERRITORIAL  MEDICAL  ASSOCIATION 

Mabel  L.  Smyth  Building 
Honolulu,  Hawaii 
May  2,  3 and  4,  1941 


FRIDAY,  May  2,  '941,  1:30  p.m. 

The  Fifty-first  annual  meeting  of  the  Hawaii  Territorial  Medical  Assoiation  was  opened  in  the  auditorium  of 
the  Mabel  L.  Smyth  Building  with  an  address  by  the  retiring  President,  Dr.  Paul  Withington,  and  followed  im--’ 
mediately  by  a combined  meeting  of  the  House  of  Delegates  and  membersrip. 

PRESIDENT’S  ADDRESS 

Paul  Withington,  m.d. 


This  is  the  first  meeting 
Medical  Association  to  be 
held  in  tthe  Mabel  Smyth 
Building.  That  in  itself 
marks  the  meeting  as  of 
special  note. 

There  are  three  really 
important  things  that  have 
happened  during  the  year 
as  far  as  the  Association 
is  concerned.  Perhaps  the 
opening  of  this  building  is 
the  most  important.  It  rep- 
resents a great  deal  of 
work,  gifts  from  a great 
many  people,  and  the  ac- 
complishment of  something 
that  many  of  us  had  hoped 
to  see  in  Hawaii  for  a long 
time.  I think  we  have  not 
only  to  be  grateful  to  those 
in  whose  memory  the  build- 
ing was  built  — Mabel  - 
Smyth,  Dr.  Charles  Adams, 

Alice  Yates,  Colonel  Merriam,  and  others  in  memory  of 
whom  money  was  given,  but  also  have  to  give  thanks 
to  the  noble  work  of  the  nurses,  particularly  Mrs. 
Akana,  and  we  have  to  be  extremely  grateful  for  the 
splendid  response  the  members  of  the  profession  on  the 
outside  islands  gave.  I think  those  of  us  in  town  who 
have  much  more  opportunity  to  use  the  building  can 
feel  very_grateful  to  those  on  the  outside  islands  who 
generously  gave  toward  the  completion  of  this  building. 

The  second  memorable  event  of  the  year  was  the 
final  completion  of  the  incorporation  of  the  Association 
and  the  adoption  of  a new  charter  and  by-laws  so 
drawn  as  to  bring  us  back  to  the  original  society  of 
the  medical  profession  organized  years  ago,  under 
the  monarchy.  We  are  now  a corporate  body  which 
should  be  of  interest  to  each  and  every  one  of  us 
particularly  since  we  have  recently  been  called  a trust 
in  the  decision  made  by  the  Supreme  Court  of  the 
United  States.  As  an  incorporated  association  the 
burden  can  go  no  further  than  the  association  for 
financial  obligations.  We  have  for  a long  time  wanted 
to  be  incorporated,  now  we  are  incorporated,  and  at  this 
meeting,  for  the  first  time,  we  are  working  under  the 
new  charter  and  by-laws. 


The  third  important  thing 
has  been  the  start  of  public 
lectures  under  the  auspices 
really  of  the  association, 
though  by  means  of  a com- 
mittee called  the  "Hawaii 
HeaFh  Education  Council.’’ 
Through  the  efforts  of  our 
Committee  on  Health  Edu- 
cation, some  nine  health 
agencies  were  invited  to 
send  delegates  to  a meet- 
ing, and  from  that  meeting 
arose  a council  which  has 
already  started  to  bring  to 
the  public  what  goes  on  in 
the  medical  world.  The 
first  public  meeting  was 
held  last  week  at  which 
Dr.  Max  Cutler  was  the 
guest  speaker.  For  those  of 
you  who  were  not  here,  I 
want  to  say  it  was  a very 
auspicious  beginning.  This 
hall  was  packed  and  we 
had  an  overflow  meeting  which  filled  the  Alice  Yates 
room  to  which  loud  speaker  connection  was  made. 
A really  wonderful  demonstration  of  the  public 
wanting  to  hear  what  can  be  given  out  in  the  way 
of  knowledge  through  the  medical  world.  The  second 
lecture  is  planned  for  Dr.  Blankenhorn  next  week. 
We  have  atempted  in  various  ways  in  the  past  to 
bring  medical  education  to  the  public,  now  with  this 
auditorium  and  our  facilities  here  there  is  no  reason 
why  it  should  not  be  successful. 

The  rest  of  the  year  has  been  a routine  one.  The 
Council  has  met  at  regular  intervals,  the  business  has 
been  not  unusual.  The  committees  have  done  their  work 
and  have  functioned  normally.  A great  deal  of  the 
success  of  the  normal  activities,  as  well  as  the  abnormal 
activities,  is  due,  I am  perfectly  sure,  to  our  paid 
secretary,  Mrs.  Bolles.  It  has  been  suggested  that  she 
really  should  be  made  Executive  Secretary  of  the 
Association.  It  is  very  easy  for  all  of  us  to  load  her 
shoulders  with  many  details  and  at  times  she  is  literally 
swamped. 

From  a publicity  point  of  view,  except  for  our  edu- 
cation program,  we  have  done  very  little.  The  publicity 
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committee  attempted  to  see  what  could  be  done  in  the 
way  of  radio  and  newspaper  publicity.  That  turned  out 
to  be  very  expensive  and  was  not  pushed  very  far. 

In  a legislative  way  the  association  did  very  little 
this  year.  The  Legislative  Committee  felt  it  Was  a bad 
time  to  make  any  special  move  for  legislation.  We 
merely  attempted  to  help  such  legislation  as  the  Board 
of  Health  wanted  to  put  through  and  opposed  a few 
bills  which  we  thought  were  detrimental  to  the  walfare 
of  the  community. 

From  an  economic  point  of  view  the  doctors  are 
faced  with  very  much  the  same  situation  as  a year  ago. 
Those  of  you  who  were  at  the  banquet  last  year  will 
remember  I said  we  would  make  an  effort  to  improve 
the  economic  status  of  the  doctor  this  year.  More  and 
more  the  doctor  is  called  upon  for  services  and  more 
and  more  he  is  unpaid  for  these  services.  We  had  dur- 
ing the  last  year  a splendid  example  of  that  sort  of 
thing.  When  the  draft  bill  was  passed  by  Congress  and 
put  into  operation  the  doctors  all  over  the  country  were 
called  upon  to  examine  draftees.  Here  in  the  Territory 
the  Territorial  Association,  through  its  representative 
Dr.  Fronk,  assisted  the  Governor  in  working  up  com- 
mittees and  the  doctors  were  drafted  to  do  the  draftee 
examinations.  Many  hundreds  of  hours  were  given  to 
tr.'t  work  without  recompense.  As  usual,  nobody  ex- 
pected to  pay  the  doctors  for  that  work.  At  the  present 
time  there  is  a disaster  or  defense  program.  Again  the 
doctors  are  called  upon  to  do  a very  large  amount  of 
work.  No  one,  of  course,  expects  to  pay  the  doctor. 
These  are  patriotic  services,  we  volunteer  and  give  our 
services  freely,  but  we  are  also  being  called  constantly 
to  give  more  and  more  service  to  the  so-called  indigent. 
This  indigent  list  has  grown  way  beyond  what  would 
have  been  considered  indigent  30  or  40  years  ago. 
Salaries  paid  to  workingmen  are  higher,  yet  the  1 i st 
of  indigents  increases,  largely  because  the  state  is 
taking  care  of  more  and  more  of  the  population.  So 
the  doctors  are  called  to  do  a great  deal  of  work 
without  compensation.  As  I said  a year  ago,  instead  of 
being  the  high-class  moneyed  people  that  we  are  often 
supposed  to  be,  actually  the  average  income  of  the 
doctor  in  this  community  is  not  very  large.  From  the 
Territorial  income  tax  returns  in  1938,  available  in 
1940,  one  sees  that  out  of  153  doctors  making  returns, 
83  had  a net  income  of  $5,000.  only  four  had  a net 
income  of  over  $25,000.  In  1939  the  figures  are  very 
much  the  same.  The  number  making  returns  increased 
10  percent  or  12  percent  but  those  with  a net  income  of 
S5.000  was  still  high,  more  than  50  percent,  but  we  have 
been  fortunate  in  that  instead  of  four  doctors  having 
a net  income  of  over  $25,000,  we  had  six. 

We  are  under  a national  emergency.  We  are  faced 
with  the  possibility  of  a great  deal  more  service.  I 
think  we  should  bear  in  mind  that  \\e  must  protect  the 
profession  economically.  The  expense  of  being  medical- 
ly educated  is  on  the  increase,  rather  than  the  decrease, 
and  the  returns  are  certainly  not  increasing.  I hope 
that  the  succeeding  administration  will  keep  on  with 
the  study  of  the  economic  situation. 

This  ends  my  address  : For  the  sake  of  Dr.  Judd, 
and  knowing  that  he  will  not  agree  with  me.  I quote  my 
[avorite  verse  from  the  Bible,  Ecclesiastes  12:12  — 

“Of  the  making  of  many  books  there  is  no  end, 
and  much  study  is  a weariness  of  the  flesh.” 

With  that  as  a title  we  w ill  go  on  to  the  business  of 
the  meeting. 


MINUTES 

HOUSE  OF  DELEGATES  MEETING 

PRESENT:  Roll  call  showed  the  following  delegates  and 
councillors  present : 


President — Paul  Withington 
Secretary — A.  I..  Craig 
Treasurer — D.  B.  Bell 

Vice-Presidents:  C.  Ii.  Brown,  R.  J.  McArthur, 
Y.  P.  Chang. 

Councillors : L.  G.  Phillips,  Sam  Wallis 
Delegates : 

Honolulu — N.  M.  Benyas,  R.  O.  Rrown,  F.  K. 

Lam,  H.  T.  Rothwell,  O.  L. 
Schattenhurg. 

Kauai  — A.  L.  Waterhouse 

Maui  — Homer  Izumi 

Hawaii  — H.  E.  Crawford,  C.  B.  Brown 

REPORTS:  The  following  reports  were  read  and  upon  due  action 
voted  to  be  accepted  and  placed  on  file: 

1.  Reports  of  component  societies:  Honolulu 

County  (Exhibit  A),  Hawaii  County  (Exhibit 
B) 

2.  Report  of  Council  (Exhibit  C) 

3.  Report  of  Secretary  (Exhibit  D) 

4.  Report  of  Treasurer  (Exhibit  E) 

5.  Report  of  committees : 

a)  Cancer  'Committee  (Exhibit  F) 

b)  Health  Education  (Exhibit  G) 

d)  Public  Policy  and  Legislation  (Exhibit  I) 

e)  Scientific  Work  (Exhibit  J) 

f)  Tuberculosis  (Exhibit  K) 

g)  Board  of  Management,  Mabel  Smyth 
Building  (Exhibit  1.) 

h)  Preparedness  Committee  (Exhibit  M) 

i)  Bulletin  Committee  (Exhibit  X) 

Action  : Upon  motion  by  Dr.  Schattenburg, 

duly  seconded,  it  was  voted  that 
the  Bulletin  Committee's  report  be 
accepted  and  that  we  take  some 
official  cognizance  of  its  recom- 
mendation in  this  session. 

Saturday,  May  3,  and  the  general  meeting  proceeded  with  the 
Meeting  of  the  House  of  Delegates  adjourned  until  luncheon, 
presentation  of  the  scientific  program.  (Exhibit  P). 

Respectfully  submitted, 

A.  L.CRAIG,  SECRETARY 


REPORT  OF  THE  HONOLULU  COUNTY 
MEDICAL  SOCIETY  ACTIVITIES  FOR 
THE  YEAR  1940-1941 

(Exhibit  A) 

By  A.  W.  Duryea,  m.d. 

Recording  Secretary 

The  first  part  of  the  year  was  a very  active  one, 
numerous  special  meetings  of  both  the  Board  of  Gov- 
ernors and  the  general  membership  being  held  to  draft 
the  Hawaii  Medical  Service  Association  plan.  This 
work  was  completed  and  the  plan  put  into  operation 
on  July  1,  194U.  Except  for  a review  of  operations  just 
before  the  County  Society’s  Annual  Meeting  to  consider 
possible  revisions  and  recommendations  for  the  coming 
year,  the  plan  has  operated  well  enough  to  require  very 
little  attention.  No  recommendations  for  changes  in 
the  plan  were  made  by  the  Medical  Society  for  the 
coming  year. 

It  may  be  of  interest  to  note  that  the  Board  of  Gov- 
ernors had  22  meetings  throughout  the  year  and  the 
general  membership  13. 

One  regular  meeting  was  devoted  to  a discussion  of 
the  need  for  a program  of  public  policy  and  publicity 
to  bring  before  the  public  some  consideration  of  the 
economic  side  of  the  practice  of  medicine.  The  editors 
of  the  two  leading  newspapers  were  guests  at  the 
meeting  and  made  valuable  suggestions.  One  good 
piece  of  public  relations  work  was  done  at  the 
Hawaiian  Products  Show,  where  eight  health  agencies, 
through  a plan  initiated  by  the  Medical  Society,  com- 
bined forces  and  coordinated  tbeir  material  into  one 
large  general  health  exhibit.  This  cooperative  effort 
among  the  agencies  alone  was  of  great  value  and  the 
public  showed  keen  interest  in  the  exhibit. 

A plan  for  physical  examination  of  YMCA  members 
was  worked  out  between  that  Association  and  the 
Medical  Society. 
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Contract  practice  still  remains  a major  problem 
before  the  Society  and  several  situations  which  appear 
to  violate  the  fundamental  policies  of  ethical  contract 
practice  are  being  investigated. 

The  Library  Committee  has  arranged,  at  some  ex- 
pense, to  keep  the  library  opened  evenings,  Saturdays 
and  Sundays,  and  has  offered  its  lending  service  to  the 
other  islands. 

The  County  Society  will  cooperate  with  the  Terri- 
torial Association's  Health  Education  Committee  in  its 
plans  for  public  education  and  will  be  one  of  the  eight 
health  agencies  constituting  the  Hawaii  Health  Edu- 
cation Council. 

Arrangements  were  made  by  the  Post  Graduate  Com- 
mittee to  bring  Dr.  M.  A.  Blankenhorn  to  Hawaii  for 
a lecture  course  on  internal  medicine. 

The  scientific  program  for  the  year  covered  some  25 
papers  and  discussions  as  follows: 

Careful  study  was  given  to  the  revision  of  the  Ter- 
ritorial Association's  by-laws  by  the  Board  of  Gov- 
ernors which  resulted  in  several  major  recommenda- 
tions, adopted  subsequently  into  the  by-laws. 

The  Honolulu  County  Medical  Society  gave  $500  out 
of  its  funds  for  the  furnishings  of  the  Doctors’  Board 
Room  on  the  second  floor  of  the  Mabel  Smyth  Building. 

Several  membership  meetings  were  devoted  to  the 
discussion  of  the  work  done  by  the  Medical  Examining 
Board  during  the  draft  and  to  the  civilian  defense 
plans. 

Diagnostic  Aspects  of  Primary  Carcinoma  of  the  Liver 
Dr.  I.  A.  Kawasaki. 

Motion  picture  on  Contact  Glasses — shown  by  Dr.  W.  T. 
Holmes. 

Narcotics  as  related  to  the  medical  profession — C.  T. 
Stevenson,  Bureau  of  Narcotics. 

Anesthesia  and  Analgesia — Dr.  L.  A.  Emge,  visiting  professor. 

Evaluation  of  the  Results  of  Metrazol  Therapy — Dr.  R.  D. 
Kepner. 

Activities  of  the  Welfare  Department  of  the  Territorial 
Hospital — Mrs.  S.  Partello. 

Cerebral  Destruction  Resulting  from  Head  Injury — Dr.  R.  B. 
Cloward. 

Occupational  Treatment  of  Mental  Disease — Mrs  Ann  Jewell 
Heath. 

Management  of  Excited  Patients — Dr.  E.  E.  McNiel. 

Pathological  Lesions  of  the  Fundus — Dr.  F.  J.  Pinkerton. 

Modern  Methods  of  Venereal  Disease  Control — Dr.  R.  D. 
Millard. 

Symposium  on  Thoracoplasty : 

Indication — Dr.  H.  H.  Walker. 

Technique — Dr.  J.  E.  Strode. 

Results — Dr.  R.  N.  Perlstein. 

Polyradiculoneuritis — Capt.  James  W.  Howard. 

Pneumococcic  Meningitis — Capt.  Elmer  D.  Gay. 

Bundle-branch  Block  in  a Young  Healthy  Individual — Capt. 
Daniel  J.  Waligora. 

Sulfanilamide,  Local  Use  of  Powder  in  Traumatic  and 
Operative  Wounds, — Maj.  August  W.  Spittler. 

Perforated  Peptic  Ulcer  with  Presentation  of  Two  Cases  — 
Major  John  P.  Bachman. 

Drug  Eruptions — Dr.  H.  L.  Arnold  Jr. 

A Brief  Discussion  of  Certain  Aspects  of  Leprosy — Dr.  E.  K. 
Chung  Hoon.  Slides  by  C.  Smith.  Discussion  by  Dr. 
Geo.  L.  Fite. 

Congenital  Syphilis  with  Consideration  of  Diagnosis  and 
Treatment — Dr.  H.  M.  Johnson. 

The  Pathology  of  Leprosy — Dr.  George  L.  Fite. 

Hawaii’s  Mental  Health  Program — Dr.  E.  E.  McNiel. 

Management  of  Breech  Presentation — Dr.  L.  G.  Phillips. 

The  Role  of  X-ray  in  the  Practice  of  Obstetrics — Dr.  H.  E. 
Bowles. 

Analgesia  in  Obstetrics — Dr.  Richard  Y.  Sakimoto. 


REPORT  OF  THE  HAWAII  COUNTY 
MEDICAL  SOCIETY  ACTIVITIES  FOR 
THE  YEAR  1940-1941 

(Exhibit  B) 

By  T.  Yoshina,  m.d. 

Secretary 


The  Hawaii  County  Medical  Society  met  once  a 
month  on  the  first  Tuesday  of  each  month  throughout 
the  year  at  the  Hilo  Memorial  Hospital  Library  with 
the  exception  of  the  Semi-Annual  and  Annual  meetings 
which  were  held  elsewhere  on  Saturday.  Special  meet- 
ings were  held  to  hear  Dr.  I.  S.  Ravdin  of  Philadelphia, 
Dr.  Ludwig  Emge  of  San  Francisco  and  Dr.  A.  L.  Craig 
of  Honolulu.  The  dinner  meetings  were  most  successful. 
The  list  of  scientific  papers  presented  were  as  follows  : 
Nembutal  and  Barb-Eth-Oil  Analgesia  for  Comfortable  Delivery — 
W.  B.  Patterson.  Colored  motion  picture  Modem  Obstetrics. 
Primary  Type  of  Pulmonary  Tuberculosis — Carl  Wilen. 
Seasickness — A.  T.  Roll. 

The  Clinical  Management  of  the  Disturbance  of  Carbohydrate 
Metabolism  in  Hyperthyroidism — T.  L.  Althausen,  University 
of  California  Medical  School. 

Socialized  Medicine — Attorney  Harry  Irwin. 

Discussion  by  Dr.  M.  F.  Haralson. 

Psychiatry  and  Office  Practice — Edwin  E.  McNiel. 

Tuberculous  Tracheobronchitis — Edmund  Tompkins. 
Roentgenological  Study  of  Intestinal  Tuberculosis — M.  L.  Chang. 
Puncture  Wounds  of  Chest— W.  J.  Seymour. 

Sinusitis — G.  Y.  Tomoguchi. 

Henoch’s  Purpura — R.  T.  TreadwelL 
Coronary  Thrombosis — H.  B.  Yuen. 

The  scientific  programs  where  guest  speakers  were 
invited  were  in  charge  of  the  Post  Graduate  Commit- 
tee. 

The  Semi-Annual  meeting  at  Waimea  on  October 
12,  1^40,  and  the  Annual  Meeting  at  the  Hilo  Country 
Club  on  April  12.  1941,  were  social  affairs.  Both  were 
preceded  by  golf  tournaments  in  the  afternoon.  The 
physicians  of  the  Hamakua  and  Kohala  districts  were 
hosts  to  the  October  meeting  and  Dr.  C.  B.  Brown,  the 
retiring  president,  was  the  host  for  the  April  meeting. 
At  the  Annual  Meeting  the  elecion  of  the  officers  was 
held  and  motion  pictures  on  pneumonia  and  syphilis 
were  shown  through  the  kindness  of  the  Board  of 
Health. 

In  June  1940  an  amendment  was  added  to  the  Con- 
stitution and  By-Laws  whereby  the  positions  of  secre- 
tary and  treasurer  were  separated. 

In  November  District  Medical  Examining  Board  and 
Medical  Advisory  Board  were  appointed  to  aid  in  the 
National  Defense  Program. 

The  responsibility  of  the  December  number  of  the 
Hawaii  Territorial  Medical  Association  Bulletin  was 
assigned  us  and  when  the  papers  were  assembled  both 
the  December  and  January  issues  had  to  be  given  to 
our  Society.  The  response  was  certainly  encouraging. 

During  the  year  the  following  members  joined  us 
either  through  transfer  or  election : Drs.  Kurashige, 
Balfour,  Tompkins.  Tomoguchi,  and  Eklund,  while  the 
following  transferred  to  other  county  medical  societies 
in  the  Territory  and  on  the  mainland:  Dr.  J.  Jensen, 
Dr.  H.  S.  Dickson,  Dr.  Carl  Wilen,  and  Dr.  W.  B. 
Patterson. 

Some  of  the  members  have  already  gone  and  several 
are  contemplating  trips  to  the  mainland  for  post- 
graduate studies  and  vacations. 


REPORT  OF  THE  COUNCIL 

(Exhibit  C) 

By  A.  L.  Craig,  m.d. 

Four  meet'-gs  of  the  Council  were  held  this  year. 
With  an  attempt  at  quarterly  meetings  as  far  as 
feasible,  the  Council  met  in  August.  November.  Decem- 
ber and  March.  Drs.  Lightner,  Wallis,  Fleming  and 
Keay  attended  one  or  more  of  these  meetings,  repre- 
senting the  outside  islands. 

The  business  transacted  at  each  meeting  was  as 
follows : 
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1.  Meeting,  August  22,  1940: 

As  a result  of  conferences  held  with  I)r.  Haralson 
commissioner  of  Public  Health,  it  was  decided  not  to 
send  out  the  resolution  regarding  the  mental  health 
program  adopted  at  the  Annual  Meeting. 

Approval  was  given  Dr.  Batten,  chairman  of  the 
Cancer  Committee,  to  initiate  steps  with  the  Chamber 
of  Commerce  for  raising  $25,000  for  a deep  therapy 
X-ray  unit,  which  the  Queen’s  Hospital  trustees  were 
willing  to  install,  provided  Queen’s  Hospital  agrees  to 
establish  a cancer  clinic  along  the  lines  defined  by  the 
American  College  of  Surgeons. 

Approval  was  given,  upon  request,  to  the  American 
Otological  Society  for  its  efforts  to  adopt  standard 
definitions  relating  to  auditory  functions. 

Dr.  H.  C.  Gotshalk  was  appointed  to  the  Examining 
Board  of  the  Board  of  Hospitals  & Settlements  for  the 
period  July  1940  to  June  1941  with  Dr.  H.  L.  Arnold, 
Jr.  as  alternate. 

Dr.  C.  E.  Fronk  was  appointed  to  represent  the 
Association  on  the  National  Medical  Preparedness 
Committee  of  the  A.M.A. 

In  response  to  the  University  of  Hawaii’s  request  that 
a standard  fee  for  physical  and  medical  examination 
of  freshmen  be  established,  the  Council  vot:d,  after 
circularizing  the  county  societies,  that  the  standard 
fee  be  $3.00.  Every  member  of  the  Territorial  Associa- 
tion was  so  advised. 

The  Plantation  Bulletin  having  included,  without 
permission,  in  its  July  issue  the  address  of  the  Presi- 
dent given  before  the  Territorial  Medical  Association 
Annual  Meeting,  a letter  calling  attention  to  this  fact 
was  ordered  sent  to  the  Plantation  Bulletin. 

The  Public  Policy  and  Legislation  Committee  pre- 
sented a request  for  authority  to  initiate  a publicity 
campaign  and  to  assess  each  member  $2.00  per  month 
to  carrv  on  such  a program.  Although  the  outside 
islands  had  been  circularized  regarding  this,  it  was 
felt  that  the  county  societies  had  not  been  sufficiently 
informed  for  a vote  to  be  taken  in  the  matter.  It  was 
therefore  decided  that  each  component  society  have  a 
plebiscite  on  this  question,  that  adequate  information  be 
sent  to  each  member  prior  to  the  meeting  at  which  the 
vote  is  taken,  that  the  Association  vote  on  the  proposal 
after  the  county  societies  had  taken  action,  and  that 
the  matter  be  fully  discussed  in  the  next  issue  of  the 
Bulletin. 

The  activities  of  one  A.  Llanos  brought  to  the  at- 
tention of  the  Council  by  the  Kauai  County  Associa- 
tion, and  now  believed  to  be  operating  on  Oahu,  were 
given  consideration.  It  was  voted  that  such  information 
as  is  susceptible  of  proof  be  circularized  among  the 
members  as  a warning,  especially  to  the  plantation 
physicians.  The  subsequent  edition  of  the  Bulletin 
carried  an  article  regarding  this. 

The  residency  requirement  in  the  Medical  Practice 
Act  was  brought  up  for  discussion  and  the  Council  went 
on  record  as  again  opposing  this  requirement.  Certain 
legislation  initiated  by  the  Public  Health  Committee 
of  the  Chamber  of  Commerce  was  voted  to  be  given 
support  by  the  Association,  namely,  (a)  increase  in  the 
staff  of  public  health  nurses;  (b)  additional  appropria- 
tion to  carry  out  Tuberculosis  Survey  findings;  (c) 
Basic  Science  law;  (d)  compulsory  sterilization  of 
feeble-minded.  It  was  pointed  out  that  much  discrepancy 
existed  in  the  licensing  laws  covering  the  healing  arts, 
in  the  power  vested  in  their  governing  boards  and  the 
authority  given  licensees,  and  it  was  suggested  that  the 
Legislative  Committee  study  these  laws  and  be  pre- 
pared to  recommend  to  the  Legislature  changes  in  the 
interest  of  uniformity. 

The  draft  of  the  charter  of  incorporation  being  pre- 
pared by  the  lawyer  was  not  readv  in  time  for  this 


meeting  and  authorization  was  given  to  pass  upon  the 
draft  at  a future  council  meeting  at  which  a quorum 
is  present. 

2.  Meeting,  November  15,  1940: 

Charter  having  been  prepared  by  the  lawyer  and  the 
by-laws  revised,  copies  were  circulated  to  the  county 
societies  inviting  them  to  study  the  proposed  revisions 
and  make  recommendations.  The  Council  was  informed 
that  the  Maui,  Kauai,  Hawaii  counties  had  no  recom- 
mendations to  make.  Recommendations  submitted  by 
the  Honolulu  County  Society  were  discussed  at  length 
and  it  was  agreed  to  circulate  these  to  the  councillors 
on  the  outside  islands  and  to  the  other  county  societies 
for  study  and  action  prior  to  the  next  quarterly  meeting 
of  the  Council  to  be  held  in  December. 

3.  Meeting,  December  13,  1940: 

Letter  was  received  from  Dr.  Arnold  resigning  from 
the  Council  and  all  territorial  committees  and  from 
the  Board  of  Management  of  the  Mabel  Smyth  Build- 
ing. No  replacement  on  the  Council  was  made,  such 
action  being  reserved  for  the  next  Annual  Meeting. 
Dr.  Phillips  was  appointed  to  replace  Dr.  Arnold  on 
the  Board  of  Management  of  the  Mabel  Smyth  Build- 
ing. 

The  Health  Education  Committee,  of  which  Dr. 
Phillips  is  chairman,  stated  that  it  had  under  con- 
sideration a public  health  education  program  to  be 
planned  and  executed  by  some  eight  health  agencies 
in  cooperation  with  the  Territorial  Medical  Associa- 
tion. Approval  was  given  to  the  carrying  out  of  such  a 
program  and  the  President  was  given  authority  to 
proceed  with  the  formation  of  the  suggested  Health 
Education  Council. 

The  Public  Policy  and  Legislation  Committee  report- 
ed that  it  had  not  been  very  active  since  the  last  Council 
meeting  with  regard  to  its  program  of  publicity  then 
suggested,  since  certain  questions  regarding  finance 
had  arisen.  The  committee  felt  it  should  lend  support 
to  the  program  suggested  bv  the  Health  Education 
Committee. 

The  committee  reported  that  no  active  legislation 
had  so  far  been  adopted.  Dr.  Pinkerton  at  this  time 
presented  legislation  which  he  thought  the  Association 
should  back.  The  Council  voted  to  back  the  f Mowing: 
(a)  Remedial  legislation  for  the  Bureau  of  Vitai  Statis- 
tics; (b)  Two  additional  inspectors  for  the  Rural 
Sanitation  service;  (c)  Additional  appropriation  for 
mosquito  and  rat  control;  (d)  Continuance  of  the 
Bureau  of  Mental  Health;  (e)  Additional  appropriation 
to  the  Tuberculosis  Bureau;  (f)  Support  for  the  League 
of  Hard  of  Hearing.  The  following  legislation  was  left 
to  the  discretion  of  the  Legislation  Committee:  (a) 
Compulsory  sterilization  of  the  feeble-minded;  (b) 
Blood  test  for  all  pregnant  women;  (c)  Certification 
of  freedom  from  venereal  diseases  before  marriage: 
(d)  Increased  meat  and  milk  inspection  service. 

The  Treasurer  was  authorized  to  pay  the  attorney’s 
fees  in  connection  with  the  charter  and  by-laws. 

The  Council  voted  to  guarantee  to  the  Mabel  Smyth 
Maintenance  Fund  the  sum  of  $25.00  per  month  as  its 
prorata  share  in  consideration  of  occupying  space  in 
the  building. 

In  consideration  of  the  Honolulu  County  Medical 
Society  having  offered  facilities  of  the  Library  for 
territorial -wide  use,  the  Council  voted  to  recommend 
to  the  county  societies  additional  dues  of  $2.00  per 
member  per  year  to  the  Library  Fund.  The  councillors 
were  instructed  to  present  this  for  consideration  at 
their  county  society  meetings. 

Changes  submitted  by  the  Honolulu  and  Kauai  county 
societies  to  be  incorporated  in  the  revised  Charter  and 
By-Laws  were  accepted. 
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4.  Meeting,  March  27,  1941: 

Plans  for  the  Annual  Meeting  were  presented  and 
approved. 

The  councillors  reported  that  Hawaii  and  Maui 
ounty  societies  responded  favorably  to  the  assessment 
for  library  purposes,  but  that  Kauai  did  not  wish  to 
participate.  It  was  voted  to  recommend  to  the  House 
of  Delegates  at  the  Annual  Meeting  the  assessment  of 
$2.00  per  member  per  year. 

A summary  of  pending  legislation  pertaining  to 
medical  affairs  was  given  and  the  urgency  of  the  study 
of  the  licensing  laws  of  all  the  healing  arts  was  again 
stressed.  It  was  recommended  that  the  new  legislation 
committee  make  this  a project  for  the  next  two  years. 

Dr.  Pinkerton  was  elected  as  delegate  to  the  AMA 
and  Dr.  Phillips,  alternate. 

It  was  recommended  that  at  the  Annual  Meeting  the 
Advisory  Committee  to  the  Maternal  and  Infant'  Hy- 
giene Bureau  of  the  Board  of  Health  be  definitely 
designated  as  a committee  of  the  Territorial  Medical 
Association,  with  a chairman  appointed  by  the  Medical 
Association,  whose  duty  it  shall  be  to  report  the  pro- 
ceedings of  that  committee  to  the  Medical  Association. 

Drs.  Bell  and  Phillips  were  appointed  a committee  of 
two  to  study  the  request  of  the  National  Physicians 
Committee  to  cooperate  in  the  publication  of  certain 
material. 

REPORT  OF  THE  SECRETARY 

(Exhibit  D) 

By  A.  L.  Craig,  m.d. 

The  total  membership  of  the  Association  is  273,  an 
increase  of  11  over  the  previous  year.  By  counties  this 
membership  is  made  up  as  follows: 

Honorary  or 
Regular  Members  Life  Members 


HONOLULU  

197 

17 

HAWAII  

35 

1 

MAUI  

21 

1 

KAUAI  

20 

2 

273 

21 

The  total  number  of  physicians  practising  medicine 
in  the  Territory  as  of  March  9,  1941,  is  333,  so  that 
about  82  percent  of  the  physicians  in  the  Territory 
belong  to  the  Association,  as  compared  with  79  percent 
last  year. 

The  principal  activity  of  the  Association  this  year 
centered  around  effectuating  the  plan  proposed  and 
adopted  at  the  last  annual  meeting  to  establish  the 
corporate  status  of  the  Association.  This  and  the  re- 
vision of  the  by-laws  took  endless  hours  of  work  and 
has  resulted  in  the  adoption  in  March  by  the  member- 
ship at  a special  meeting  called  for  the  purpose,  of  the 
Charter  and  By-Laws  as  published  in  the  Association's 
Bulletin  of  February  1941. 


TREASURER’S  REPORT 

(Exhibit  E) 

May  15,  1940  - M?v  1,  1941 
Douglas  B.  Bell,  m.d. 

CASH  ON  HAND,  May  15,  1940: 

Checking  Account  $1,944.24 

Savings  Account  665.51 


$2,609.75 

RECEIPTS: 

Membership  dues  3,020.00 


Registration  fees  250.00 

Refund  Transportation  42.80 

Refund  Insurance  5.00 

Interest  Savings  Account  9.20  3,327.00 


$5,936.75 

DISBURSEMENTS  : 

Salaries  $1,800.00 

Rental,  Jan. -April  100.00 

Supplies  29.90 

Postage  46.18 

Annual  Meeting  1940  expense  349.40 

Proceedings  443.50 

Bulletin  & mailing  644.97 

Mimeograph  & printing  10.15 

Mabel  Smyth  Fund  donation  1,025.00 

Attorney's  fees  150.00 

Miscellaneous  33.98  $4,633.08 


BALANCE  May  1,  1941  $1,303.67 

Checking  Account  $628.96 

Savings  Account  674.71 


$1,303.67 

REPORT  OF  THE  CANCER  COMMITTEE 

(Exhibit  F) 

G.  A.  Batten,  m.d..  Chairman 

The  committee  has  been  stymied  during  the  past 
several  years  because  of  the  inability  to  remove  obsta- 
cles in  the  way  of  the  installation  of  a deep  X-ray  unit 
at  the  Queen’s  Hospital  and  provide  for  its  operation. 

Fortunately  all  obstacles  have  been  removed  and 
funds  have  been  made  available  for  the  installation  of 
a deep  X-ray  unit  at  the  Queen’s  Hospital.  The  Board 
of  Trustees  of  the  Hospital  are  now  making  arrange- 
ments for  the  installation  of  such  a unit  and  for  the 
services  of  a trained  man  to  take  charge  of  this  work. 
They  have  agreed  to  the  formation  of  a Cancer  Com- 
mittee patterned  after  the  requirements  of  the  American 
College  of  Surgeons.  When  this  is  completed  adequate 
facilities  will  be  available  for  the  care  of  all  types  of 
cancer  and  proper  publicity  can  then  be  undertaken. 

Dr.  Max  Cutler,  vacationing  in  Honolulu,  kindly 
offered  to  lecture  to  the  doctors  as  a follow-up  of  the 
lectures  he  gave  in  1936.  This  lecture  was  very  well 
attended.  Dr.  Cutler  received  invitations  to  the  other 
islands  but  unfortunately  he  felt  his  time  was  too 
limited  to  make  these  trips. 

Also  during  his  visit  he  gave  a public  lecture  in  the 
Mabel  Smyth  auditorium.  This  lecture  was  sponsored 
by  the  Hawaii  Health  Education  Council  and  the  Can- 
cer Control  Committee  of  the  Chamber  of  Commerce. 


REPORT  OF  THE  HEALTH  EDUCATION 
COMMITTEE 

(Exhibit  G) 

By  Lyle  G.  Phillips,  m.d..  Chairman 

At  the  instigation  of,  and  through  the  efforts  of  your 
committee,  a definite  public  health  education  program 
has  been  undertaken.  After  considerable  study  it  was 
felt  that  the  aims  and  purposes  of  such  a program 
could  best  be  accomplished  through  the  organization  of 
what  we  have  chosen  to  call  the  "Hawaii  Health  Edu- 
cation Council.”  Meetings,  called  by  your  committee, 
were  attended  by  representatives  of  Hawaii  Territorial 
MedLal  Association,  Territorial  Board  of  Health, 
Department  of  Public  Instruction,  University  of  Ha- 
waii, Hawaii  Territorial  Nurses  Association,  Hawaii 
Territorial  Dental  Association,  Public  Health  Com- 
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mittee  of  the  Chamber  of  Commerce,  and  the  Tuber- 
culosis Association. 

A permanent  council  was  organized  when  it  became 
apparent  that  these  several  agencies  approved  of  and 
were  prepared  to  participate  in  the  program  prepared. 
This  council  has  now  been  functioning  for  the  past 
three  months  and  much  of  the  work  preliminary  to  full 
activity  has  already  been  accomplished. 

Briefly,  the  plan  contemplates  the  employment  of 
five  distinct  media  for  the  dissemination  to  the  public 
of  health  education  material — (a)  the  spoken  word, 
(b)  printed  material,  (c)  exhibits,  (d)  motion  pictures, 
(e)  radio. 

The  plan  also  contemplates  the  use  of  the  Mabel 
Smyth  Memorial  Building  facilities  to  as  full  an  extent 
as  possible. 

One  public  lecture,  that  delivered  by  Dr.  Max  Cutler 
on  “The  Control  of  Cancer,”  has  already  been  held, 
and  a second  public  lecture  will  be  given  next  week 
by  Dr.  Blankenhorn  on  the  subject  “Foods  and  Vita- 
mins.” A special  effort  will  be  made  to  secure  the 
services  of  as  many  outstanding  Mainland  visitors 
during  the  coming  year  for  lecture  purposes  as  possible. 
A speakers’  bureau,  organized  from  the  personnel  of 
the  medical  profession,  Board  of  Health,  University  of 
Hawaii  and  other  participating  agencies,  is  now  in 
process  of  being  organized,  for  it  is  contemplated  to 
provide  talks  on  a wide  variety  of  subjects  for  groups 
and  organizations. 

The  Hawaii  Health  Education  Council  will  under- 
take to  maintain  a library  of  the  pamphlets  published 
by  the  American  Medical  Association,  American  Pub- 
lic Health  Association,  the  Children’s  Bureau  of  the 
Department  of  Labor,  and  many  other  Mainland  or- 
ganizations, and  will  make  an  effort  to  increase  the 
dissemination  of  this  type  of  literature  through  chan- 
nels where  the  greatest  benefit  may  be  obtained. 

The  Council  also  contemplates  promoting  a series  of 
public  exhibits  dealing  with  health  matters  and,  in  this, 
is  working  in  close  cooperation  with  a special  com- 
mittee of  the  Oahu  Health  Council  interested  in  the 
development  of  a permanent  museum  of  health  for 
Honolulu. 

The  Council  will  undertake  to  increase  in  the  com- 
munity the  use  of  the  many  motion  picture  films  avail- 
able. Already,  in  cooperation  with  the  Bureau  of 
Maternal  and  Infant  Welfare  of  the  Board  of  Health, 
arrangements  have  been  made  for  motion  picture 
programs. 

The  use  of  the  radio  in  disseminating  health  educa- 
tion material  will  also  be  employed.  Again  cooperating 
with  the  Bureau  of  Maternal  and  Infant  Welfare  of 
the  Board  of  Health,  the  council  is  making  plans  for 
putting  certain  programs  on  the  air. 

Up  to  the  present  time  the  Hawaii  Health  Education 
Council  has  functioned  without  a budget,  and  without 
definite  means  of  financial  support.  The  members  have 
been  of  the  opinion  that  the  value  of  such  an  effort 
as  they  are  engaged  in  can  be  demonstrated,  at  least 
to  begin  with,  without  the  expenditure  of  considerable 
sums  of  money.  However,  as  the  plan  unfolds,  it  be- 
comes apparent  that  some  provision  must  soon  be  made 
for  defraying  the  expenses  incident  to  accomplishing 
all  of  the  aims  which  have  been  outlined.  The  Council 
is  not  ready  at  this  time  to  make  a definite  recom- 
mendation in  regard  to  finances,  but  has  several  plans 
under  consideration. 

At  the  present  time  the  actual  work  involved  in 
making  the  program  effective  is  being  done  by  a small 
group  of  paid  executives  of  several  of  the  organizations 
represented  on  the  Hawaii  Health  Education  Council. 
These  individuals  include  Mrs.  Bolles,  executive  secre- 
tary of  the  Territorial  Medical  Association;  Alexan- 


der MacDonald,  publicity  director  for  the  Territorial 
Board  of  Health;  George  West  of  the  Oahu  Health 
Council ; Theodore  Rhea,  executive  secretary  of  the 
Tuberculosis  Association;  Tate  Robinson,  Director  of 
the  Division  of  Health  Education  of  the  Department 
of  Public  Instruction;  Kam  Pui  Lai,  of  the  Tubercu- 
losis Association;  and  Mildred  Byers,  Territorial 
Nurses  Association.  This  group  demonstrated  most 
effectively  what  could  be  accomplished  by  intelligent 
teamwork  when  it  undertook  the  promotion  of  Dr. 
Cutler's  lecture,  and,  with  but  a few  days  to  prepare, 
produced  an  audience  which  overflowed  the  auditorium 
of  this  building  and  necessitated  caring  for  the  over- 
flow audience  by  loud  speaker  in  the  Alice  Yates  room. 

This  committee  desires  to  emphasize  that  this  public 
health  education  program,  promoted  by  and  the  special 
responsibility  of  the  medical  profession,  promises  not 
only  to  accomplish  a well  worth  while  task  from  the 
community  standpoint  but  also  is  a means  whereby 
relations  between  the  medical  profession  and  the  public 
can  be  tremendously  improved. 


REPORT  OF  THE  PSYCHIATRIC 
COMMITTEE 

(Exhibit  H) 

By  R.  B.  Faus,  m.d.,  Chairman 

The  Psychiatric  Committee  of  the  Territorial  Medical 
Society  held  no  meetings  and  conducted  no  official 
business  during  the  year. 


REPORT  OF  THE  LEGISLATIVE 
COMMITTEE 

(Exhibit  I) 

By  N.  M.  Benyas,  m.d..  Chairman 

The  Legislative  Committee  of  the  Hawaii  Territorial 
Medical  Association  is  unable  to  give  a complete  and 
full  report  of  the  activities  of  this  committee  at  the 
present  time  until  pending  legislation  has  come  out  of 
both  the  Senate  and  the  House. 

The  Territorial  Medical  Association  at  this  session 
has  introduced  no  bills  but  in  principle  sponsored  and 
backed  a number  of  House  and  Senate  bills  introduced 
by  the  Board  of  Health  and  the  Chamber  of  Commerce. 

A complete  and  full  report  will  appear  in  the  pro- 
ceedings later. 

This  past  session,  like  all  other  sessions,  has  been  an 
education  in  itself  from  the  standpoint  of  the  lack  of 
understanding  on  health  matters  among  some  of  the 
members  of  the  Health  Committee  of  both  the  House 
and  the  Senate,  and  we  are  convinced  that  the  time  is 
opportune  for  a real  educational  program  carried  on 
through  either  the  newspapers  or  radio,  or  both.  How 
funds  can  be  raised  for  this  purpose  will,  of  course,  as 
always,  be  a problem  of  the  next  Legislative  Commit- 
tee, but  it  ipust  be  driven  home  to  the  general  public, 
so  that  our  legislators  become  fully  conscious  of  it, 
that  the  interest  of  the  medical  man  "is  to  protect  the 
public,  so  as  to  dispel  the  suspicion  that  we  are  serving 
a selfish  purpose  when  we  appear  before  the  health 
committees. 

A point  in  question  is  the  bill  introduced  to  extend 
the  scope  of  the  naturopaths.  Vicious  in  its  essence,  the 
new  definition  consists  of  a jumble  of  various  therapies 
to  a point  where  it  practically  lays  open  all  fields  of 
the  healing  arts  to  this  group.  A counter  bill  introduced 
by  the  Board  of  Health  and  backed  even  by  the  osteo- 
paths and  the  chiropractors,  we  understand,  has  been 
frozen  in  the  Senate. 

We  must  be  more  alert  than  ever  at  this  time  to  keep 
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a healthful  eye  on  the  future  legislation  pertaining  to 
the  protection  of  the  public  as  a whole. 

The  only  redeeming  feature  of  this  session,  in  my 
estimation,  is  the  provision  for  a hold-over  health 
committee. 

As  Chairman,  I want  to  express  my  personal  thanks, 
as  well  as  those  of  the  rest  of  the  committee,  to  Mrs. 
Bolles,  our  Secretary.  She  has  been  invaluable  and 
untiring  in  her  efforts.  Dr.  Phillips  also  has  been  very 
unstinting  in  his  time  in  appearing  before  the  Senate 
and  House  committees  with  your  Chairman  whenever 
called  upon.  If  your  committee  has  accomplished  any- 
thing during  this  session  my  heartfelt  thanks  go  to 
them. 

Neither  am  I unmindful  of  the  previous  legislative 
committees  who  have  laid  a great  deal  of  the  ground 
work  for  the  reception  we  have  received  at  the  bands 
of  this  last  Legislature. 


REPORT  OF  THE  SCIENTIFIC  WORK 
COMMITTEE 

(Exhibit  J) 

By  D.  B.  Bell,  m.d. 

Paul  Withington,  m.d. 

A.  L.  Craig,  m.d. 

All  papers  submitted  for  the  annual  meeting  program 
were  reviewed  and  each  contributor  asked  to  take  the 
responsibility  for  securing  his  own  discussants.  We  are 
trying  out  this  year  an  idea  which  has  worked  very 
well  at  the  large  mainland  conventions,  namely,  panel 
discussions.  Two  such,  one  on  a medical  subject  and 
another  on  surgery,  are  included  in  the  program. 

The  committee  substituted  for  the  usual  Saturday 
morning  session  of  scientific  papers,  a breakfast 
round-table  discussion  starting  at  7 :30  to  be  carried  on 
for  as  long  as  interest  keeps  up.  The  committee  thought 
this  might  be  more  stimulating  than  formal  papers. 

These  are  frankly  departures  from  the  type  of  pro- 
gram we  had  in  former  years  and  they  should  prove  for 
themselves  whether  they  should  be  continued. 


REPORT  OF  THE  TUBERCULOSIS 
COMMITTEE 

(Exhibit  K) 

By  H.  H.  Walker,  m.d..  Chairman 

As  Chairman  of  the  Tuberculosis  Committee  of  the 
Territorial  Medical  Association,  I beg  to  report  that 
no  meetings  were  held  during  the  year.  I have  worked 
closely  with  Doctors  Haralson  and  Dougan  of  the 
Board  of  Health  with  regard  to  the  Board  of  Health 
program  in  tuberculosis,  particularly  with  respect  to 
the  question  of  an  intensified  case  finding  program, 
using  miniature  X-ray  film. 

Dr.  Haralson  has  indicated  to  me  that  very  shortly 
the  Board  of  Health  plans  for  further  development  of 
a tuberculosis  case  finding  program  will  have  matured. 
At  such  a time  he  is  most  desirous  of  presenting  his 
plans  to  the  Territorial  Medical  Association, 
service. 


REPORT  OF  THE  BOARD  OF 
MANAGEMENT 
MABEL  SMYTH  BUILDING 

(Exhibit  L) 

By  L.  G.  Phillips,  m.d. 

The  most  important  factor  to  report  in  regard  to  the 


Mabel  Smyth  Building  has  to  do  w'ith  the  building 
fund.  As  you  know,  this  building  cost  between  $80,000 
and  $90,000,  exclusive  of  furnishings,  and,  when  it  was 
opened  in  January,  there  was  outstanding  against  the 
building  a debt  of  less  than  $2,000.  This  is  a consider- 
able accomplishment  and  certainly  something  that  com- 
mands real  admiration  for  those  wdio  had  charge  of  the 
fund-raising  activities.  Already  preparations  are  being 
made  to  wipe  out  this  deficit  so  that  within  the  very 
near  future  it  can  be  definitely  stated  that  the  building 
will  be  debt-free  and  fully  paid  for. 

The  purchase  of  certain  equipment,  such  as  motion 
picture  and  projecting  apparatus,  must  be  taken  care 
of  during  the  next  year,  and  plans  are  under  way  which 
have  a good  opportunity  of  success  for  raising  money 
for  this  purpose. 

After  a building  of  this  kind  is  completed,  the  matter 
of  maintenance  becomes  a special  problem  and  that  has 
been  the  concern  of  the  Board  of  Management  since  I 
have  been  a member  of  that  board.  The  Board  of  Man- 
agement consists  of  representatives  of  the  nurses,  of 
the  hospital,  on  the  grounds  of  which  the  building  is 
located,  and  the  medical  profession.  Mrs.  Akana  and 
Miss  Sinclair  represent  the  nurses,  Mr.  Hemeiway  the 
Board  of  Trustees  of  the  Hospital,  and  Dr.  Halford 
and  myself  represent  the  medical  association  and  Mrs 
Bolles  is  secretary. 

There  was  some  concern  in  the  beginning  with  regard 
to  income  and  outgo  which  now,  after  four  months  of 
operation,  I think  we  can  forget.  The  fixed  income  from 
rentals  paid  by  the  organizations  participating  in  the 
use  of  the  building  totals  $220.00  a month.  In  addition 
the  building  has  income  from  the  rental  of  this  audi- 
torium, from  the  rental  of  the  Alice  Yates  Room  and 
the  various  board  rooms,  and  in  the  four  months  since 
the  building  was  opened  these  have  shown  a consistem 
increase.  The  figures  last  month  indicated  an  addition 
of  $200  over  the  regular  income  of  $220,  this  $200  being 
derived  from  the  rental  of  the  auditorium,  so  that  the 
total  income  for  that  month  was  almost  $450.  Our  ex- 
penses run  between  $200.00  and  $300.00  a month,  so,  if 
things  progress  as  at  present,  and  as  they  give  every 
evidence  of  continuing,  not  only  will  the  ordinary  ex- 
penses of  maintenance  be  met,  but  the  various  items  of 
equipment  may  be  purchased  out  of  the  income. 

We  discovered  early  that  the  management  of  the 
building  is  quite  a job  and  retained  Miss  Jessie  Eyman 
as  full-time  manager.  We  are  very  pleased  to  be  able 
to  have  her  and  are  very  satisfied  with  her  services. 


REPORT  OF  THE  MEDICAL 
PREPAREDNESS  COMMITTEE 

(Exhibit  M) 

By  C.  E.  Fronk,  m.d..  Chairman 

Each  county  medical  society  has  appointed  a medical 
preparedness  committee  and  has  been  personally  con- 
tacted. The  Honolulu  County  Medical  Society  has 
been  most  active  during  the  past  month  in  organizing 
emergency  units  and  making  preparation  toward  the 
expansion  of  already  existing  hospitals  for  emergency 

The  Honolulu  Board  of  Supervisors  has  adopted  a 
major  disaster  relief  plan  in  which  the  County  Medical 
Society  plays  a most  active  part.  A major  disaster 
relief  plan  is  being  presented  by  the  Hawaii  County- 
Medical  Society  to  the  Hawaii  County  Board  of  Super- 
visors, with  the  recommendation  that  it  be  adopted  as 
a county  ordinance. 

Tbe  failure  of  the  M-day  plan  to  go  through  the 
Legislature  has  upset  our  plans.  The  Red  Cross  is 
trying  to  raise  money  so  that  there  need  be  no  letdown 
in  the  program  of  preparedness.  There  is  still  a chance 
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that  this  disaster  program  may  become  a Territorial 
law,  if  a special  session  of  the  Legislature  is  called. 

1 expect  to  visit  Maui  and  Kauai  counties  in  the  near 
future. 

I want  to  thank  all  those  doctors  who  are  on  the 
examining  boards  under  the  Selective  Service  Act  for 
their  cooperation.  Word  was  received  from  the  Board 
of  Healtli  yesterday  that  money  is  available  so  that  we 
can  continue  to  X-ray  all  registrants. 


BULLETIN  COMMITTEE 

(Exhibit  N) 

D.  B.  Bell,  m.d.,  Chairman 

There  have  been  no  meetings  of  the  Committee.  Mrs. 
Bolles,  in  charge  of  getting  out  the  Bulletin,  has  called 
on  members  of  the  committee  as  occasion  demanded. 

Eight  issues  of  the  Bulletin  appeared  during  the  fiscal 
year. 

The  Bulletin  has  grown  from  five  pages  at  the  start 
in  1938,  published  spasmodically,  to  26  pages,  issued 
monthly  for  the  last  seven  months.  The  cost  for  the 
year,  mimeographing  and  postage,  was  $644.97  or  an 
average  of  $80.50  per  issue. 

The  experiment  to  have  each  county  responsible  for 
an  issue  each  year,  undertaken  at  Dr.  Withington’s 
suggestion,  was  very  successful — each  island  contribut- 
ing ample  material  for  a good-sized  bulletin,  Hawaii 
enough  for  two  issues. 

We  suggest  that  whether  you  read  the  articles  or  not, 
or  if  you  are  inclined  to  lay  the  Bulletin  aside  for  more 
leisurely  reading,  that  everyone  on  receipt  of  the 
Bulletin  take  a few  minutes  to  scan  over  the  index  for 
items  concerning  the  association’s  activities  and 
notices.  One  of  the  chief  functions  of  the  bulletin  is 
the  dissemination  of  information  regarding  the  Asso- 
ciation and  we  expect  it  to  take  the  place  of  much 
individual  letter  writing.  The  officers  of  the  county 
societies  and  councillors  especially  cannot  afford  to 
skip  the  reading  if  they  wish  to  keep  informed  of  the 
association’s  activities. 

Because  our  Bulletin  has  had  such  a steady  growth, 
and  because  the  cost  of  mimeographing  has  increased 
with  its  growth,  we  believe  the  time  has  come  to  inves- 
tigate the  possibility  of  having  it  printed. 

Information  on  cost  of  printing  has  been  secured 
locally,  and  actual  bids  to  advertise  in  our  Journal 
have  been  secured  from  mainland  advertisers  through 
the  Cooperative  Medical  Advertising  Bureau  of  the 
A.  M.  A.  Tentatively  we  might  say  that  such  advertis- 
ing, added  to  the  present  cost  of  mimeographing  the 
Bulletin,  would  pay  for  a printed  journal.  If,  in  addi- 
tion, the  proceedings  of  our  Annual  Meetings  were 
published  in  the  journal  instead  as  a separate  publica- 
tion, another  $400  to  $500  yearly  could  go  to  the  journal 
fund.  To  pull  all  these  resources  together,  briefly  we 
would  have  about  $2,000  which  should  easily  cover 
printing  cost  of  six  issues  per  year. 

A suggestion  that  a subscription  fee  be  charged  has 
not  been  so  well  received  since  it  may  curtail  circula- 
tion, and  one  of  the  main  objectives  of  the  Bulletin  is 
to  reach  every  member  of  the  Association  when  perti- 
nent messages  are  to  be  circulated. 

It  is  recommended,  therefore,  that : 

1.  The  bulletin  be  printed  instead  of  mimeographed. 

2.  The  separate  publication  of  transactions  of  An- 
nual Meeting  be  discontinued  and  instead  he  spread 
throughout  the  issues  of  the  journal. 

3.  The  journal  be  issued  bi-monthly. 


4.  Commercial  advertising  be  included. 

5.  Each  island  be  responsible  for  one  issue  per  year. 

6.  Definite  editorial  staff  be  set  up. 

7.  This  be  referred  to  the  Finance  Committee  of  the 
Association  for  consideration. 

We  would  like  to  have  an  expression  of  opinion  from 
the  membership  as  to  whether  you  think  the  Bulletin 
has  value,  and  whether  the  money  should  be  expended 
for  a printed  journal. 

DISCUSSION 

Dr.  Bruce  Brown,  Hilo:  We,  as  a county,  would  like 
to  see  a Territorial  Journal  established,  and  have  given 
expression  in  the  Hawaii  issue  of  our  desire  to  see  this 
Bulletin  become  a full-fledged  journal.  We  felt  quite 
pleased  and  honored  to  be  asked  to  contribute  to  the 
Bulletin  and  our  men  responded  well.  I am  sure  they 
will  be  only  too  glad  to  carry  future  issues.  As  regards 
the  extra  expense,  I believe  the  outside  counties  prob- 
ably would  derive  as  much  value  from  the  $2,000  spent 
in  this  manner  as  from  money  spent  on  other  things 
from  which  we  get  no  direct  benefit.  I am  speaking  on 
behalf  of  our  Society,  and  would  like  to  go  on  record 
as  being  in  favor  of  having  such  a journal  established. 

Dr.  Schattenburg : I think  our  organization  has  long 
looked  forward  to  a publication  of  this  sort.  The  com- 
mittee has  gone  into  this  very  thoroughly  and  offers 
figures,  which  show  that  it  will  not  be  a burden  on  the 
organization’s  funds. 

ACTION:  Upon  motion  by  Dr.  Schattenburg,  duly 
seconded,  it  was  voted  that  the  Bulletin  Committee’s 
report  be  accepted  and  that  we  take  some  official 
cognizance  of  its  recommendation  in  this  session. 


SCIENTIFIC  PROGRAM 

(Exhibit  O) 

Admission  Procedures  to  Territorial  Mental  Hygiene  Facilities— 
Dr.  E.  E.  McNiel 

Mary  Smith  Goes  to  the  Mental  Hygiene  Clinic— a skit 

Statistics  on  Poliomyelitis  in  the  Territory  of  Hawaii 

Dr.  Richard  K.  C.  Lee 
Discussant:  Dr.  A.  L.  Craig 
Rheumatic  Heart  Disease  in  Hawaii — 

Dr.  S.  E.  Doolittle  and  Dr.  I.  Tilden 
Discussant : Dr.  Henry  Gotshalk 
Tuberculous  Trends — 

Dr.  C.  A.  Dougan 

Medical  Panel  Discussion — The  Sulfonamides — 

Dr.  Nils  P.  Larsen,  Chairman 

Discussants:  Dr.  O.  L.  Schattenburg,  Dr.  S.  E.  Doolittle, 
Dr.  Edmund  Ing,  Dr.  A.  Ng-Kamsat,  Dr.  N.  E.  Stevens 
Diseases  of  the  Eye  Photographically — 

Dr.  F.  J.  Pinkerton 
Discussant:  Dr.  H.  E.  Crawford 
Specific  Therapy  of  Lobar  Pneumonia — - 
Dr.  M.  A.  Blankenhorn 

Clinical  Evaluation  of  the  Use  of  Sulfanilamide — 

Lt.  Comdr.  F.  R.  Moore 
Discussant:  Lt.  Comdr.  Viecelli 

Psychosis  With  Huntington’s  Chorea,  Clinico- Pathological  Re- 
port of  a Case — 

Dr.  R.  D.  Kepner 

Discussant : Dr.  R.  B.  Cloward 

Kahili  Flower  (Grevillea  Banksii)  Dermatitis  — A Preliminary 
Report 

Dr.  Harry  L.  Arnold,  Jr. 

Discussants:  Dr.  H-.  M.  Johnson,  Dr.  J.  T.  Wayson 
Dermatologic  Lesions  vs.  Syphilis 
Dr.  H.  N.  Johnson 

Discussants:  Dr.  Harry  L.  Arnold,  Jr.,  Dr.  J.  T.  Wayson 
Breakfast  Round  Table — Medical  and  Surgical  Subjects — 

Dr.  Douglas  B.  Bell,  chairman 
Diagnosis  and  Treatment  of  Gastro-Enteric  Bleeding — 

Dr.  M.  A.  Blankenhorn 
Lobectory  for  Bronchiectasis — 

Dr.  Rogers  Lee  Hill 
Ectopic  Pregnancy  in  Hawaii — 

Dr.  O.  Lee  Schattenburg 
Discussant : Dr.  Richard  Y.  Sakimoto 
Strabismus  Under  the  Social  Security  Program — 

Dr.  H.  E.  Crawford. 

Discussant : Dr.  F.  J.  Pinkerton 
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'Surgical  Panel — Dr.  J.  E.  Strode,  Chairman 

Treatment  of  the  Appendiceal  Stump — Dr.  J.  R.  Judd 
Use  of  Kirschner  Wire  and  Holder  Frame  in  Fractures 
of  the  Lower  Leg — Dr.  A.  L.  Craig 
Portal  Cirrhosis  in  Childhood  and  Its  Surgical  Trertment — 
Dr.  L.  A.  R.  Caspar 
The  Chronic  Kidney — Dr.  J.  E.  Strode 


MINUTES  OF  MEETING 

House  of  Delegates 
Saturday,  May  3,  1941,  12  Noon 
Pacific  Club 

ROLL  CALL: 

President — Paul  Withington 
Secretary — A.  L.  Craig 
Vice-Presidents — 

Gardner  Black 

H.  M.  Patterson  (recognized  for  Hawaii) 

Alfred  Burden  (recognized  for  Maui) 

Councillors:  L.  G.  Phillips,  F.  J.  Pinkerton 
Delegates  : N.  M.  Benyas,  R.  O.  Brown, 

H.  C.  Gotshalk,  Fred  K.  Lam.  Guy  C.  Milnor, 
H.  T.  Rothwell,  O.  Lee  Schattenburg.  Honolulu: 
A.  L.  Waterhouse,  Kauai ; 

Homer  Izumi,  Maui; 

H E.  Crawford,  C.  B.  Brown,  R.  T.  Treadwell, 
Hawaii. 

MINUTES:  It  was  voted  to  dispense  with  the  reading 
of  the  minutes  of  House  of  Delegates  meeting,  Friday, 
May  2,  1941,  as  Well  as  the  minutes  of  1940  annual 
meeting. 

DELEGATE  AND  ALTERNATE  TO  A.  M.  A. 
CONVENTION:  It  was  voted  to  confirm  the  election 
by  the  Council  of  Dr.  Pinkerton  as  Delegate  and  Dr. 
Phillips  as  Alternate. 

TIME  AND  PLACE  OF  1942  ANNUAL  MEETING: 

It  was  voted  that  the  next  annual  meeting  be  held  in 
Honolulu  and  that  the  date  of  the  meeting  be  left  to 
the  discretion  of  the  Council. 

REPORT  OF  FINANCE  COMMITTEE:  Budget  as 
follows  was  presented  by  the  Council : 


Cash  balance  on  hand  in  Savings 

Account  & Checking  Account  $1,303.67 

Membership  dues  expected  273  @ $15  4,095.00 


$5,398.67 

$1,800.00 

300.00 

100.00 
50.00 

150.00 

100.00 
1,000.00 

100.00 

100.00  $3,700.00 


Salaries  

Rental  $25  per  month  .... 

Miscellaneous  

Postage  

Attorney’s  Fees  

President  trip  

Bulletin  printed  

Printing  & mimeograph  .. 
Annual  meeting  expense 


$1,698.67 

JOURNAL:  The  delegates  were  generally  agreed  that 
the  mimeographed  bulletin  should  be  discontinued  in 
favor  of  a printed  journal;  that  the  yearly  proceedings 
be  discontinued  and  the  material  be  used  in  the  new 
journal : that  the  money  heretofore  expended  to  publish 
the  proceedings  be  applied  to  printing  the  journal  : 
and  that  commercial  advertising  be  included  to  help 
defray  expenses.  There  was  some  discussion  as  to  the 
number  of  issues  per  year,  some  thinking  it  should  he 
quarterly  and  others  bi-monthly. 

ACTION:  Upon  motion  duly  made  and  seconded 
it  was  voted  to  be  the  consensus  of  the  group  that 
a Journal  be  published  every  two  months  for  a trial 
period. 

ACTION:  Upon  motion  duly  made  and  seconded, 
it  was  voted  that  Dr.  Bell  be  made  Editor  of  the 


Journal  for  the  coming  year  with  power  to  appoint 
his  own  staff. 

POST  GRADUATE  LECTURES:  Delegates  from  the 
outside  islands  asked  for  a closer  working  arrangement 
between  the  county  post  graduate  committees,  that 
some  arrangement  be  made  whereby  they  may  be  better 
informed  regarding  lecturers  brought  from  the  main- 
land and  that  time  be  included  in  planning  their  itinera- 
ries for  lectures  on  the  outside  islands.  It  was  thought 
best  for  the  time  being  to  continue  letting  Honolulu 
County  bring  the  lecturers  to  Hawaii  with  the  respec- 
tive county  societies  paying  for  the  lecturer’s  transpor- 
tation between  the  islands  and  his  entertainment  while 
on  the  island. 

ACTION : Upon  motion,  duly  made  and  seconded, 
it  was  voted  that  the  President  appoint  a Post 
Graduate  Committee  of  four  members,  with  a rep- 
resentative from  each  island  on  the  committee. 
REGISTRATION  FEE:  It  was  brought  to  the  atten- 
tion of  the  House  that  the  payment  of  the  registration 
fee  at  the  annual  meeting  was  not  yet  generally  under- 
stood. The  President  was  instructed  to  clarify  the  mat- 
ter by  announcements  at  the  beginning  of  the  afternoon 
session  and  at  all  other  opportunities,  and  a committee 
was  appointed  to  assist  Mrs.  Bolles  at  the  door  in  the 
collection  of  these  fees.  It  was  the  understanding  that 
all  who  take  part  in  the  annual  meeting  are  expected 
to  register  and  pay  the  fee. 

AUDITING  OF  BOOKS:  It  was  the  general  feeling 
that  the  auditing  of  the  Association  books  should  be 
handled  in  a more  businesslike  manner  and  that  a 
public  accountant  be  engaged  to  make  the  yearly  audit. 
VICE  PRESIDENTS  AT  ANNUAL  MEETING:  A 
clarification  was  asked  on  the  question  of  whether  the 
vice-presidents  qualified  to  sit  in  at  the  House  of  Dele- 
gates annual  meeting  be  the  presidents  of  the  county 
societies  who  have  served  throughout  the  previous  year, 
or  the  presidents  newly  elected  at  the  county  society 
annual  meetings  held  just  previous  to  the  Territorial 
Annual  Meeting. 

It  was  the  consensus  of  opinion  that  the  newly  elected 
presidents  and  delegates  sit  in  at  the  House  of  Dele- 
gates meetings,  and  that  these  names  appear  on  the 
annual  program. 

ELECTION  OF  OFFICERS 

The  following  were  elected  to  office  for  the  year 
1941-1942: 

President — A.  L.  Craig. 

Secretary — R.  O.  Brown. 

Treasurer — Douglas  B.  Bell. 

Councillors  — S.  R.  Brown,  Hawaii,  for  3 years: 
Lyle  G.  Phillips,  Honolulu,  for  3 years;  Paul  Withing- 
ton, Honolulu,  for  1 year. 

The  officers  for  the  year  1941-42  are  therefore  as 
follows : 


PRESIDENT:  A.  L.  Craig 

VICE  PRESIDENTS:  L.  A.  R.  Caspar 
W.  N.  Bergin 
T.  W.  Cowan 
B.  O.  Wade 


SECRETARY: 

TREASURER: 

COUNCILLORS: 


R.  O.  Brown 


Douglas  B.  Bell 

F.  J.  Pinkerton  ) 
Paul  Withington  ) 

G.  H.  Lightner  ) ? 
Sam  Wallis  ) ^ 


1 year 
years 


S.  R. 
L.  G. 


Brown  j , 
Phillips  j J 


years 


Adjourned  at  1 :30  p.m. 

Respectfully  submitted, 

A.  L.  CRAIG,  Secretary 
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requirement 

and 

dosage 


The  minimum  daily  requirement  of  thi- 
amine hydrochloride  for  an  adult  appears 
to  be  approximately  1 milligram.  The 
optimum  intake  is  said  to'  be  between 
2 and  2.5  milligrams. 

For  the  child,  the  optimum  intake  may 
be  calculated  on  the  basis  of  the  calorie 
intake,  allowing  at  least  .03  milligram  for 
each  100  calories. 

The  daily  prophylactic  dosage  for  the 
infant  ranges  from  a minimum  of  0.15 
milligram  to  a maximum  of  0.5  milligram. 
For  the  adult,  the  daily  prophylactic 
dosage  ranges  from  1 to  3 milligrams. 

There  are  indications  that  doses  of  the 
order  of  10  to  50  milligrams  may  be  ad- 
vantageous in  the  treatment  of  acute 
deficiencies. 


THIAMINE  HYDROCHLORIDE 


How  to  Use  S-M-A  Powder 

EACH  PACKAGE  OF  S-M-A*  CONTAINS  ONE  MEASURING  CUP 


Empty  one  tightly  packed  measuring  cup 
of  S-M-A  powder  into  bottle. 


Cap  bottle  and  shake  powder  into  solu- 
tion. Feed  at  body  temperature. 


S-M-I  READY  TO  FEED 

PROVIDES: 


• 20  calories  to  the 
ounce,  but  more  important,  the  nutritional 
value  of  S-M-A  is  that  of  a complete  well- 
balanced  food.  When  prepared  as  above, 
each  quart  provides: 


10  mg.  Iron  and  Ammonium  Citrate 
200  I.  U.  of  vitamin  Bx 
400  I.  U.  of  vitamin  D 
7500  I.  U.  of  vitamin  A 


NORMAL  INFANTS  RELISH  S-M-A  — DIGEST  IT  EASILY  AND  THRIVE  ON  IT 


*S-M-A,  a trade  mark  oi  S-M-A  Corporation,  for  its 
brand  of  food  especially  prepared  for  infant  feeding — 
derived  from  tuberculin-tested  cow's  milk,  the  fat  of 
which  is  replaced  by  animal  and  vegetable  fats,  in- 
cluding biologically  tested  cod  liver  oil;  with  the  addi- 


tion of  milk  sugar  and  potassium  chloride;  altogether 
forming  an  antirachitic  food.  When  diluted  according 
to  directions,  it  is  essentially  similar  to  human  milk  in 
percentages  of  protein,  fat,  carbohydrate  and  ash,  in 
chemical  constants  of  the  fat  and  physical  properties. 


S.  M.  A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


Hawaii  D i s t ributors:  MULLER  & PHIPPS  (HAWAII)  LTD.,  511  Halekauwila  Street,  Honolulu 
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Petrolagar  . • • 

As  a Bland  Cleansing  Enema 


• The  effect  of  a Petrolagar  cleansing  enema  is  to  soften  thoroughly 
the  inspissated  stool,  and  help  establish  a complete,  comfortable 
bowel  movement.  Petrolagar  serves  this  purpose  well  because  it  is 
mi.-eible  with  water,  a virtue  that  enables  an  even  dissemination 
of  minute  oil  globules  throughout  the  residue  in  the  colon. 

The  Petrolagar  cleansing  enema  is  pieferable  to  irritating  soap 
solutions  in  either  the  home  or  the  hospital,  because  of  its  gentle, 
hut  thorough  softening  action. 

Consider  the  routine  use  of  the  Petrolagar  cleansing  enema  in 
the  hospital,  postoperativelv  or  in  obstetrical  cases,  where  normal 
bowel  habits  are  temporarily  disturbed. 

How  to  use:  Mix  3 ounces  of  Petrolagar  Plain  with  water  suffi- 
cient to  make  one  pint  to  one  quart,  as  desired,  and  administer  by 
gravity.  For  retention  enema  administer  at  body. temperature. 


* Petrolagai The  trademark  of  Petrolagar  Laboratories , Inc,9 

brand  emulsion  of  mineral  oil  . , . Liquid  petrolatum  65  cc. 
emulsified  with  0.4  gm.  agar  in  a menstruum  to  make  100  cc. 


Petrolagar  Laboratories,  Inc. 


8134  McCormick  Boulevard  • Chicago,  Illinois 


10CAL  anesthesia  with  Novocain  has  been 
4 induced  for  countless  numbers  of  major 
and  minor  operations.  Novocain  has  stood  the 
test  of  time,  having  clearly  demonstrated  its 
efficiency  and  relatively  high  safety. 

The  strength  of  solutions  required  for  various  types  of  injections  has 
been  standardized  by  extensive  experience  as  follows:  for  infiltration, 
0.5  per  cent  solution;  for  blocking  nerve  trunks  1 per  cent  solution; 
for  spinal  anesthesia  a total  dose  of  from  50  mg.  to  200  mg.  (or  the 
equivalent  10  per  cent  solution,  further  diluted  with  spinal  fluid). 

Novocain  is  available,  with  and  without  Suprarenin*,  in  various  sized 
ampules  containing  several  concentrations  and  in  tablets  of  different 
formulas.  Few  preparations  are  supplied  in  such  a large  variety  of 
convenient,  ready-to-use  forms. 


•Suprarenin  (trademark),  brand  of  synthetic  epinephrine. 


Write  for  copy  of  "Novocain— Its  Use  as  a Local  Anesthetic  for  General 
Surgery”  which  describes  numerous  procedures  of  local  anesthesia,  pro- 
fusely illustrated  with  drawings  made  in  the  clinic  by  a physician  artist. 


NOVOCAIN 

Reg.  U.  S.  Pat.  Off.  Sc  Canada 
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Including 
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* ricks , travertine  marble,  and 
apparatus  cannot  solve  problems  or 
make  discoveries  but  may  be  tremen- 
dously useful  at  the  command  of 
knowledge  and  skill.” 


SECONAL 

(Sodium  Propyl-methyl-carbinyl  Allyl 
Barbiturate,  Lilly) 


‘Seconal’  fulfills  the  requirements  for  a hypnotic  in  the  majority  of  med- 
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Extrapleural  Thoracoplasty  in  the  Treatment  of 
Pulmonary  Tuberculosis 

Report  of  a Series  of  105  Patients 
By  the  Staff  of  the  Leahi  Home* 

Honolulu 


Thoracoplasty  has  come  to  be  recognized  uni- 
versally as  an  extremely  valuable  procedure  in 
the  treatment  of  pulmonary  tuberculosis.  A con- 
siderable amount  of  writing  has  been  devoted  ro 
the  various  aspects  of  the  subject.  The  operative 
technique  has  been  fairly  well  standardized,  al- 
though minor  modifications  are  practised  in  vhe 
various  clinics.  Regarding  the  indications  for 
thoracoplasty,  however,  there  is  less  agreement. 
A wide  range  of  opinion  exists  at  the  present  day, 
some  believing  that  the  procedure  is  rarely  indi- 
cated, while  others  feel  that  it  should  be  used  ex- 
tensively, even  in  preference  to  pneumothorax  or 
the  other  conservative  forms  of  collapse  therapy. 
Probably  complete  agreement  with  respect  to  in- 
dications will  never  be  reached,  so  much  being 
dependent  upon  each  surgeon’s  abilities,  the  treat- 
ment facilities  within  the  institution,  the  class  of 
patient  involved,  etc.  Somewhere  between  these 
two  extremes  of  ultraconservatism  and  extreme 
radicalism  lies  the  true  field  of  usefulness  for  tho- 
racoplasty ; and  it  remains  for  each  surgeon  to 
determine,  commensurate  with  his  own  abilities 
and  the  facilities  provided  for  him,  just  where  his 
particular  focal  point  within  this  range  will  lie. 

This  paper  is  not  designed  to  treat  the  subject 
of  thoracoplasty  with  any  degree  of  thoroughness. 
Our  aim,  primarily,  is  to  report  on  a series  of  105 
patients  subjected  to  thoracoplasty  at  The  Leahi 
Home  and  to  consider  the  results  obtained  as  com- 
pared with  other  reported  series.  Also  we  wish  to 
discuss  certain  of  our  concepts  regarding  the 
selection  of  patients  for  thoracoplasty,  as  well  as 
certain  features  of  the  operative  technique  which 
we  have  found  to  be  significant. 

The  Selection  of  Patients  for 
Thoracoplasty 

There  probably  is  no  condition  where  the  co- 
operative efforts  of  the  internist  and  surgeon  are 
so  necessary  for  a successful  outcome  as  in  the 

'Grateful  acknowledgment  is  made  to  the  attending  surgeons,  Drs. 
James  R.  Judd,  Joseph  E.  Strode  and  C.  M.  Burgess,  for  their  part 
in  the  development  of  thoracic  surgery  at  The  Leahi  Home. 


surgical  treatment  of  pulmonary  tuberculosis.  In 
the  selection  of  the  individual  for  thoracoplasty  it 
is  necessary  that  the  internist  be  lamiliar  with  all 
the  various  conservative  methods  of  therapy  and 
their  indications  for  application,  and  he  must  have 
had  sufficient  clinical  experience  to  determine 
when  these  conservative  measures  should  be  aban- 
doned in  favor  of  more  radical  procedures.  Such 
a degree  of  fitness  can  only  be  acquired  by  one 
particularly  interested  in  the  subject  and  then  only 
after  years  of  association  with  the  problems  that 
surround  the  individual  affected  with  tuberculosis. 

As  a general  rule,  the  patients  selected  for  tho- 
racoplasty are  those  with  moderately  advanced  or 
far  advanced  cavernous  disease,  in  whom  the 
lesions  are  predominately  unilateral  and  productive 
in  character,  and  in  whom  artificial  pneumothorax 
or  other  suitable  procedures  have  been  tried. 

Since  thoracoplasty  is  designed  primarily  to 
produce  a permanent  collapse  of  diseased  pulmo- 
nary tissue  and  to  accomplish  cavity  closure,  it  is 
highly  essential  that  there  be  reasonable  assurance 
of  attaining  the  desired  result  in  the  patients  se- 
lected. In  other  words,  the  type  and  extent  of 
lesion  present  should  be  such  that  collapse  and 
closure  of  the  cavity  is  possible  with  thoracoplasty. 
It  must  further  be  considered  whether  one  or  more 
operative  stages  can  be  performed  with  reasonable 
safety.  To  determine  this  requires  prolonged  study 
of  the  patient  by  the  internist  and  surgeon  who 
must  appraise  a number  of  factors,  some  of  which 
will  be  discussed  briefly. 

First  of  all,  with  respect  to  the  pulmonarv  di- 
sease, it  is  essential  that  the  lesions  be  predomi- 
nately productive  or  fibrotic  rather  than  exudative, 
since  the  latter  type  usually  progresses  rapidly  fol- 
lowing thoracoplasty.  Exudative  lesions,  when 
present,  should  be  given  time  to  become  stabilized 
or  controlled  by  preliminary  collapse  methods, 
such  as  pneumothorax,  phrenic  nerve  paralysis  or 
pneumoperitoneum.  When  a recent  spread  has 
occurred,  considerable  time  should  be  allowed  to 
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elapse  so  that  clearing  and  stabilization  may  take 
place  before  proceeding  with  surgery.  In  such  in- 
stances it  may  he  extremely  difficult  to  decide  how 
long  one  should  delay.  The  contralateral  lung, 
ideally,  should  be  free  from  disease,  but  such  a 
state  is  not  common.  The  type  of  disease  present 
is  the  opposite  lung  is  as  a rule  of  greater  import- 
ance than  the  extent  of  disease.  The  lesions,  if 
unstable,  may  require  some  form  of  collapse,  pref- 
erably pneumothorax.  Decision  as  to  what  con- 
tralateral lesions  contraindicate  thoracoplasty  is  at 
times  exceedingly  difficult. 

Extrapulmonary  tuberculous  lesions  in  general 
do  not  constitute  a contraindication  to  thoracoplas- 
ty, provided  that  such  lesions  are  relatively  in- 
active and  are  not  hopelessly  advanced.  In  fact, 
healing  of  the  lung  lesions  not  infrequently  may 
lead  to  healing  of  the  extrapulmonary  lesions. 
Tuberculous  tracheo-bronchitis,  formerly  consi- 
dered an  absolute  contraindication  to  thoraco- 
plasty, is  no  longer  considered  such  if  successive 
hronchoscopic  examinations  reveal  the  lesions  to 
be  stabilized  or  regressing.  Bronchoscopy  is  per- 
formed routinely  by  us  before  thoracoplasty  and 
may  be  repeated  between  stages  if  indicated. 

The  patient's  general  condition  is  a most  im- 
portant factor  in  determining  the  degree  of  opera- 
tive risk.  Surgery  on  patients  in  poor  general  con- 
dition is  fraught  with  extreme  danger.  Occasion- 
ally such  an  individual  can  be  saved  from  death, 
but  the  operative  mortality  in  “poor  risk"  patients 
is  so  high  that  the  advisability  of  thoracoplasty  in 
this  group  is  questionable.  The  argument  that 
these  patients  have  nothing  to  lose  is  perhaps  true 
from  the  standpoint  of  that  particular  individual, 
but  the  surgeon  must  have  in  mind  the  effect  pro- 
duced by  a high  operative  mortality  rate  on  the 
morale  of  other  patients.  It  is  difficult,  if  not  im- 
possible, to  state  categorically  what  constitutes  a 
poor  general  condition.  One’s  clinical  knowledge 
of  tuberculosis  together  with  a meticulously  care- 
ful study  of  the  patient  are  essential  in  evaluating 
the  case  to  be  selected. 

It  is  important,  in  appraising  the  patient’s  con- 
dition. to  give  consideration  not  only  to  the  ques- 
tion of  operative  survival  but  also  to  the  possibili- 
ty of  his  becoming  a respiratory  cripple  as  the  re- 
sult of  the  operation.  Great  pains  must  be  taken 
to  determine  with  certainty  that  the  individual  will 
be  left  with  a sufficiently  adequate  functional  res- 
piratory reserve.  Although  a number  of  respira- 
tory functional  tests  are  used,  none  are  entirely 
satisfactory.  Vital  capacity  determinations  alone 
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are  inadequate  and  may  be  very  misleading.  Pre- 
operative  dyspnoea,  no  matter  how  slight,  is  an 
extremely  important  danger  signal.  Such  factors 
as  extent  of  disease,  amount  of  fibrosis,  emphyse- 
ma, pleural  thickening  and  diaphragmatic  dys- 
function all  contribute  to  some  extent  to  decreased 
respiratory  efficiency  and  consequently  must  be 
properly  evaluated. 

Considerable  cardio-vascular  reserve  is  essen- 
tial. The  effect  of  years  of  tuberculous  toxicity 
upon  the  myocardium  and  vessels  is  well  known. 
The  determination  of  the  patient’s  cardio-vascular 
reserve  is  not  easy  and  may  require  prolonged 
study  with  the  employment  of  all  known  tests. 
Exercise  tolerance  tests  frequently  give  valuable 
information  and  should  always  be  used.  Certain 
symptoms  and  signs  should  be  looked  upon  as 
danger  signals. — slight  dyspnoea,  cyanosis  and 
persistent  tachycardia. 

Finally,  the  non-tuberculous  complications  must 
be  properly  evaluated.  Many  of  these,  of  course, 
present  no  problem,  but  certain  conditions,  such 
as  syphilis,  diabetes,  nephritis  and  the  psychoses, 
may  present  decided  contraindications  to  thoraco- 
plasty. 

Surgical  Technique 

As  we  have  followed  the  progress-  of  thoraco- 
plasty over  the  last  number  of  years,  the  thing 
that  stands  out  as  most  important  in  keeph.g  down 
the  mortality  rate  is  not  to  do  too  much  at  any  one 
stage.  There  is  no  comparison  of  the  dangers  that 
exist  between  multiple-stage  operations,  where  a 
few  ribs  are  removed  at  each  stage,  and  the  ex- 
tensive removal  of  ribs  in  an  attempt  to  complete 
the  job  in  one  or  two  stages.  Patients  with  tuber- 
culosis, as  a class,  are  poor  operative  risks.  By 
the  time  they  come  to  thoracoplasty  they  have  suf- 
fered from  their  disease  usually  for  several  years. 
They  have  spent  much  time  in  the  hospital  with 
necessarily  restricted  activity,  and  this,  combined 
with  the  debilitating  effects  of  their  disease,  has 
lowered  all  their  defensive  mechanisms.  To  at- 
tempt to  carry  out  surgical  procedures  in  such 
individuals  in  the  same  manner  as  one  is  accus- 
tomed to  on  patients  in  good  physical  condition 
entering  a general  hospital  is  to  invite  disaster. 
One  must  ever  fit  the  operation  to  the  patient 
and  one  must  never  attempt  to  reach  a certain 
objective  at  a given  time,  regardless  of  how 
physically  fit  the  patient  is  to  withstand  the 
ordeal. 

In  our  first  stage  operation,  a generous  incision 
is  made  just  below  the  top  of  the  shoulder,  down- 
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wards  mid-way  between  the  spinous  processes  and 
the  shoulder  blade  to  the  anterior  axillary  line. 
The  exposure  is  made  slowly  so  that  all  bleeding 
points  can  be  clamped  to  avoid  more  than  mini- 
mum loss  of  blood.  The  skin  is  excluded  by  clamp- 
ing towels  to  the  skin  edges.  Ten  per  cent  formalin 
is  applied  routinely  to  the  periosteal  rib  beds  to 
delay  rib  regeneration  between  stages.  At  the 
first  stage  we  rarely  do  more  (and  seldom  less) 
than  remove  the  first,  two  ribs.  Removing  the 
second  rib  first  gives  better  approach  to  the  first 
rib;  and  both  the  first  and  second  ribs  are  re- 
moved anteriorly  to  include  the  cartilage.  Poster- 
iorly, the  transverse  process  of  the  second  rib,  or 
at  least  most  of  it,  is  resected,  whereas  the  first 
rib  is  removed  only  to  the  transverse  process. 
Great  care  is  exercised  in  removing  the  first  rib 
in  order  to  avoid  injury  to  the  brachial  plexus  and 
the  neighboring  vessels.  So  far  we  have  never  had 
the  misfortune  to  damage  these  structures,  but 
we  are  constantly  aware  of  the  possibility. 

At  times,  depending  upon  the  underlying  lesion, 
the  apex  of  the  pleura  is  mobilized  and  pushed 
down.  If  there  is  considerable  rigidity  of  the 
underlying  pleura  preventing  good  collapse  of  the 
apex,  if  the  patient  is  in  satisfactory  condition  a.id 
likely^  to  need  extensive  rib  removal,  all  or  a por- 
tion of  the  third  rib  may  be  resected.  Not  more 
than  three  ribs  are  removed  at  the  first  stage. 

A very  effective  means  of  controlling  oozing 
from  severed  bone  or  other  areas  is  to  cover  the 
region  with  a piece  of  muscle  removed  from  the 
incision  or  from  an  intercostal  muscle  bundle. 


Bleeding  from  vessels  of  any  size  is  carefully  con- 
trolled by  ligature.  Fine  plain  catgut  is  used  for 
ties,  tbe  deep  layers  are  closed  with  two  rows  of 
continuous  silk.  All  stages  are  sutured  tight 
continuous  #1  chromic  catgut,  and  the  skin  with 
without  drainage. 

• The  second  stage  operation  is  carried  out  when 
the  patient  has  made  a satisfactory  recovery  from 
the  first  one,  usually  within  three  or  four  weeks 
The  same  incision  is  opened  in  the  lower  three- 
fourths  and  two  or  three  more  ribs  are  removed 
short  of  the  anterior  extensions.  The  lower  stages 
of  thoracoplasty  are  done  in  a manner  which  will 
leave  more  of  the  rib  anteriorly,  depending  of 
course,  on  the  extent  and  nature  of  the  lesion 
being  dealt  with.  So,  also,  is  the  number  of  stages 
governed  by  the  underlying  lung  pathology. 

The  three  points  we  particularly  want  to  em- 
phasize in  considering  the  purely  technical  side  of 
thoracoplasty  are : 

1.  Meticulous  attention  to  asepsis.  Any  infec- 
tion is  a thoracoplasty,  unless  it  be  limited  to  the 
skin,  is  a major  disaster.  It  necessitates  laying 
the  incision  wide  open,  causes  a prolonged  period 
of  healing,  debilitates  the  patient  and  delays  the 
completion  of  subsequent  stages  indefinitely. 

2.  Meticulous  attention  to  the  control  of  hemor- 
rhage. Depending  upon  its  extent,  it  may,  and 
frequently  does,  result  in  infection,  it  exsangui- 
nates the  patient,  and  may  necessitate  opening  the 
incision,  thus  adding  a great  burden  on  the  patient, 
as  well  as  delaying  subsequent  operations. 


Fig.  1 and  2 — Anterior  and  posterior  views  of  patient  showing  the  operative  scar  and  anterior  compression  below  the  clavicle.  Des- 
pite the  degree  of  collapse  there  is  practically  no  functional  deformity  of  the  shoulder  girdle. 
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3.  Conservatism  in  the  extent  of  each  operation. 
The  sum  total  of  dangers  from  shock,  hemorrhage, 
infection  and  anesthesia,  in  multiple  stages,  is 
less  than  the  disaster  invited  by  attempting  to 
do  more  than  the  individual  is  physically  able 
to  stand  at  one  time. 


Results 

The  tables  which  follow  show  the  results  of 
thoracoplasty  done  in  the  Leahi  Home  up  to  the 
middle  of  July  1941  and  are  compared  with  simi- 
lar figures  obtained  from  large  institutions  on 
the  mainland.  Thoracoplasty  for  the  treatment 
of  tuberculosis  has  been  done  in  the  Leahi  Home 
since  November  1929.  Early  figures  very  mark- 
edly up  to  the  year  1939,  but  from  then  on,  with 
the  acceleration  of  the  program  year  by  year  and 
a realization  of  the  value  of  thoracoplasty  in  the 
treatment  of  the  disease,  they  become  more  ac- 
curate. In  1940,  of  the  705  tubetculous  patients 
treated  in  the  Leahi  Home,  27  were  subjected  to 
thoracoplasty.  Thus,  3.8 % of  all  tuberculous 
cases  treated  during  that  year  underwent  thora- 
coplasty. This  utilization  of  the  operation  was 
somewhat  low  since  many  of  the  more  progres- 
sive mainland  institutions  report  that  from  5 to 
10%  of  their  tuberculous  patients  are  found  suit- 
able for  thoracoplasty.  Hesitancy  of  patients  to 
accept  the  operation  is  no  longer  an  obstacle  in 
our  work  here,  and  our  inability  to  fully  utilize 
its  value  is  now  largely  a matter  of  limited  time 
and  facilities. 


Operative 

Deaths 

Leahi 

Coryllos 

O'Brien 

Home 

1931-36 

1932-38 

1929-41 

Number  of  patients  operated  on 

529 

511 

105 

Number  of  stages 

1.275 

1,404 

263 

Deaths 

97 

98 

12 

Fatality  per  patient 

18.3% 

19% 

11.43% 

Fatality  per  stage 

7.3% 

6.9% 

4.56% 

The  deaths  and  fatality  percentages  here  refer  to  total  post  operative 
plus  late  deaths.  The  operative  fatality  (5  deaths  in  263  operations) 

was  1.9%;  the  comparable  pecentage  obtained  by  O'Brien  was 

3.4%. 


Table  II 


Operative  Results 


Thoracoplasty 

Patients 

Discharged  Sputum 
Negative 
Still  in  Hospital 
Sputum  Negative 
Sputum  Positive 
Dead 


Coryllos 

O’Brien 

Leahi 

Home 

No. 

% 

No. 

% 

No. 

% 

529 

100 

511 

100 

105 

100 

250 

47 

309 

60.3 

46 

43.8 

163 

28.5 

88 

12.2 

47 

44.7 

84 

14.5 

43 

6.0 

28 

26.6 

79 

13.5 

45 

6.2 

19 

18.1 

97 

18.3 

98 

19.0 

12 

11.4 

The  large  number  of  cases  still  in  the  hospital  in  the  series  reported 
from  Leahi  Home  is  accounted  for  by  the  fact  that  many  are  re- 
cently completed  and  uncompleted  cases. 


Table  III 

Sputum  Conversions 


Coryllos 

O'B 

ricn 

Leahi 

Home 

No.  % 

No. 

% 

f\ro. 

% 

Pos.  sputum  at  1st  stage 

thoracoplasty  529  100 

495 

100 

101 

100 

Neg.  sputum  after 

last  stage  357  67.5 

365 

75.1 

74 

73.26 

Pos.  sputum  after 

last  stage  75  14.1 

82 

16.5 

19 

18.8 

Conversions  (neg.) 

excluding  opera 

447 

81.65 

96 

77.08 

tive  deaths 

365 

74 

Table 

IV 

Results  According  to  Stage  of  Disease 
The  Leahi  Home 

Minimal  Mod.Adv.  far.Adv.  Total 


Total 

6 

38 

61 

105 

Per  cent 

57 

36.2 

58.1 

100 

Alive 

5 

34 

54 

93 

Dead 

1 

4 

7 

12 

Fatality  per  cent 

Chicago 

10.5 

Municipal 

11.5 

11.4 

Total 

8 

50 

226 

284 

Per  cent 

2.8 

17.6 

79.6 

100 

Dead 

3 

7 

44 

54 

Fatality  per  cent 

14 

19.5 

19 

To  evaluate  more  accurately  the  re'sults  pre- 
sented in  the  tables,  a suitable  yard-stick  is 
found  in  the  results  of  the  treatment  of  1,641 
patients  at  The  Leahi  Home  in  the  eight  con- 
secutive years  from  1932  to  1939,  inclusive.  The 
mortality  among  patients  admitted  at  the  mini- 
mal stage  of  tuberculosis  in  this  group  was 
5.8%  ; among  moderately  advanced  cases  16.5%, 
and  among  far  advanced  59%.  Especially  in  the 
far  advanced  cases  it  will  be  seen  that  in  those 
cases  treated  by  thoracoplasty  the  mortality  has 
been  significantly  lowered.  Our  results  may  be 
divided  into  two  six-year  periods.  During  the 
first  of  these,  ending  in  January  1936,  there  were 
5 post-operative  deaths.  There  were  also  7 late 
deaths  which  may  more  reasonably  be  ascribed 
to  unchecked  tuberculosis.  During  the  latter  six 
years  there  have  been  no  post-operative  deaths 
and  no  late  deaths. 

Finally,  it  must  be  emphasized  that  a very 
large  number  of  patients  treated  in  The  Leahi 
Home  are  readmissions  and  that  the  problem  of 
readmission  is  a constant  source  of  anxiety  to 
the  hospital  staff  and  to  the  patient.  In  the 
group  of  thoracoplasties  under  consideration,  re- 
admission prior  to  the  operation  was  common; 
subsequent  to  thoracoplasty,  readmission  occurr- 
ed in  only  3 patients  and  in  none  of  these  could 
reactivation  of  tuberculosis  be  proven. 
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During  the  summer  of  1941  there  occurred  on 
Oahu  a rapidly  spreading  type  of  acute  conjunc- 
tivitis referred  to  by  the  patient  and  his  physi- 
cian as  "pink  eye."  The  extreme  contagiousness 
of  the  disease  suggested  that  it  might  be  assum- 
ing epidemic  proportions. 

Repeated  cultures  and  smears  made  from  con- 
junctival scrapings  and  secretions  of  the  first 
group  of  fifty  unselected  cases  failed  to  reveal 
the  presence  of  any  offending  organism.  In  the 
absence  of  a specific  causative  germ,  the  Bureau 
of  Communicable  Diseases  of  the  Board  of 
Health  felt  that  the  condition  was  not  report- 
able.  No  accurate  figures  are  available,  there- 
fore, concerning  the  number  of  cases. 

Etiology 

The  causative  factors  of  this  disease  are  very 
much  in  doubt.  It  is  surmised  that  a virus  is 
the  underlying  etiologic  agent.  The  swimmer 
is  convinced  that  his  infection  started  while 
swimming  in  contaminated  water;  the  worker  in 
the  pineapple  cannery  blames  his  on  accidentally 
getting  pineapple  juice  in  his  eye;  the  worker 
at  the  emery  wheel  is  certain  that  his  attack 
began  when  a piece  of  dust  landed  in  his  eye ; 
and  the  patient  with  pre-existing  ocular  disease 
feels  that  his  eye  was  so  weakened  by  his  current 
malady  that  "pink  eye  naturally  settled  in  it.” 

In  all  of  these  instances  there  is  the  common 
factor  of  rubbing  the  eyes  with  unclean  fingers. 
Infection  in  all  of  them  could  well  have  been 
carried  to  the  eye  by  direct  contact  with  the 
hands.  The  hand-to-eye  and  eye-to-hand  type 
of  transmission  is  further  suggested  by  the  in- 
volvement of  the  second  eye  in  three-fourths  of 
the  cases,  and  the  presence  in  many  instances  of 
more  than  one  member  of  a family  with  the  same 
disease. 

Contributing  toward  the  propagation  of  the 
disease  is  the  recent  great  increase  in  military 
and  naval  personnel  and  men  engaged  in  defense 
projcts,  living  and  working  in  close  contact 
with  one  another. 

The  first  few  patients  were  workers  at  the 
Pearl  Harbor  Navy  Yard.  Soon  sailors  and  resi- 


dents of  the  adjacent  Aiea  district  came  down 
with  similar  clinical  pictures.  At  the  end  of 
June,  the  disease  was  fairly  widespread  and 
people  from  all  walks  of  life,  irrespective  of  age, 
sex,  and  race,  were  stricken. 

At  the  present  writing,  new  cases  are  still 
coming  in,  but  it  is  felt  that  the  peak  has  been 
reached. 

Clinical  Picture 

The  symptomatology  is  quite  uniform.  After 
an  incubation  period  of  two  to  five  days,  tearing, 
burning,  redness,  some  pain,  sensitivity  to  light 
and  foreign  body  sensation  developed.  The  last 
of  these  was  the  most  annoying  of  the  subjective 
symptoms.  Pain  was  never  a prominent  com- 
plaint. On  ocular  examination  the  vision  at  the 
onset  was  normal,  though  patients  were  often 
reluctant  later  to  read  the  smaller  letters  of  the 
test  print  because  of  profuse  tearing  and  sensi- 
tivity to  light.  The  upper  lids  were  usually  red- 
dened and  somewhat  swollen.  A moderate  de- 
gree of  blepharospasm  was  encountered  in  many 
instances.  The  palpebral  conjunctivae  were  in- 
tensely reddened,  edematous,  and  congested.  The 
bulbar  conjunctivae  similarly  were  injected, 
though  usually  not  to  the  same  extent.  A charac- 
teristic and  almost  pathognomonic  finding  was 
the  appearance  of  multiple  subconjunctival  hem- 
orrhages occurring  on  the  tarsal  portions  of  the 
conjunctivae.  In  a few  instances  they  were 
larger  and  more  extensive,  involving  most  of  the 
globe.  In  most  cases  there  was  either  no  dis- 
charge or  only  as  very  scant  one.  Preauricular 
adenopathy  was  noted  in  about  fifty  percent  of 
the  cases. 

Complications 

Ciliary  injection  often  accompanied  the  super- 
ficial inflammation.  The  most  common  compli- 
cation was  the  development  of  corneal  infil- 
trates. These  lesions  consisted  of  minute,  opaque, 
grayish  dots  involving  for  the  most  part  the 
second  layer  of  the  cornea.  Some  extended  into 
the  deeper  structures.  The  number  of  dots  varied 
form  1 to  100.  They  assumed  various  shapes, 
but  were  usually  round.  They  were  arranged  in 
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groups  or  rows,  scattered  irregularly,  but  more 
commonly  located  on  the  central  portions  of  the 
cornea.  In  most  instances  they  did  not  stain  with 
fluorescein. 

With  the  aid  of  the  slit  lamp  it  was  possible 
to  discover  minute  deposits  forming  a faint  haze 
on  the  basal  layers  of  the  corneal  epithelium  in 
many  patients  who  had  a more  severe  type  of 
conjunctival  involvement. 

With  the  development  of  the  corneal  lesions, 
vision  was  correspondingly  reduced.  Patients  at 
this  stage  complained  of  seeing  halos  around 
lights. 

Course 

The  disease  pursued  a leisurely  clinical  course. 
In  the  absence  of  corneal  complications,  the 
average  duration  was  2 to  3 weeks.  When 
corneal  infiltrates  developed,  the  eyes  remained 
irritable  for  4 to  6 weeks  or  longer. 

The  disability  varied.  Many  were  able  to 
carry  on  with  their  work  during  the  entire  dura- 
tion of  the  disease.  Others  complained  of  symp- 
toms of  such  severity  that  1 to  6 weeks  elapsed 
before  they  were  able  to  resume  their  occupa- 
tions. 

Treatment 

The  remedies  usually  employed  in  the  con- 
junctivitis stage  were  more  or  less  ineffectual. 
Keeping  the  patient  in  a dark  room  proved  most 
beneficial.  Cold  compresses  afforded  more  re- 
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lief  than  hot  applications.  Eye  drops  were  of  no 
particular  benefit.  Among  those  tried  and  dis- 
carded were  solutions  of  Argyrol  (10-20%), 
Protargol  (5-15%),  Mercurochrome  (1-2%), 
mercuric  oxycyanide  (1:5000),  Metaphen 
(1:3000),  zinc  sulphate  (0.25%),  and  Zephiran 
(1  :3500).  Painting  the  conjunctival  surfaces 
with  0.5%  to  2%  strengths  of  silver  nitrate  or 
with  the  alum  stick  aggravated  the  existing  in- 
flammation. Bland  lotions  and  ointments  were 
used  for  symptomatic  relief. 

Intravenous  injections  of  typhoid  vaccine  and 
intramuscular  injections  of  boiled  milk  were  of 
no  avail.  Sulfathiazole  and  sulfanilamide  were 
tried  by  mouth  and  by  local  instillation  into  the 
conjunctival  sac,  without  apparent  effect,  except 
that  subjective  improvement  was  reported  by- 
two  patients  after  the  oral  administration  of  sul- 
fanilamide. 

Cases  with  complications  were  treated  with 
homatropine  (2-5%),  atropine  (1%),  and  Dionin 
(2-5%).  A 1%  solution  of  potassium  iodide 
containing  1 or  2 minims  of  compound  solution 
of  iodine  USP  to  the  ounce  seemed  to  hasten  the 
absorption  of  the  corneal  infiltrates. 

Summary 

An  epidemic  of  an  acute,  contagious  type  of 
conjunctivitis  occurring  in  Honolulu  in  the  sum- 
mer of  1941  is  described.  Attention  is  called  to 
the  frequency  of  corneal  complications.  Several 
forms  of  therapy  are  discussed. 

Young  Hotel  Building. 


“Paget’s  Disease” 


The  ancient  but  unfortunate  practice  of  the  medical 
profession  of  naming  a disease  by  the  name  of  the  man 
who  first  described  it  has  an  interesting  example  in  the 
case  of  Sir  James  Paget.  Of  the  three  Paget’s  diseases, 
two  were  first  described  by  him : Paget’s  disease  of  the 
bone  (osteitis  deformans)  and  Paget’s  disease  of  the 
nipple.  Sir  James  Paget  was  born  in  England  in  1814 
and  died  in  1899  at  the  age  of  85.  He  was  60  years  old 
when  he  first  published  his  paper  on  disease  of  the  mam- 
mary areolas  preceding  cancer  of  the  mammary  gland 
and  62  years  old  when  he  wrote  his  famous  article  on  a 
form  of  chronic  inflammation  of  bone — osteitis  deformans. 
This  condition  had  previously  been  described  by  Czerny, 
Schmidt  and  Volkmann.  Paget’s  description,  however, 
was  so  extremely  complete  and  so  clear  cut,  and  his 


description  of  the  picture  so  exact,  that  his  name  is 
properly  applied  to  the  disease.  Naturally,  his  knowledge 
of  the  condition  was  based  entirely  upon  clinical  observa- 
tions and  autopsies,  since  the  x-ray  study  of  bone  was 
yet  many  years  ahead.  Paget’s  disease  of  the  bone  is  a 
well-recognized  clinical  entity  today,  and  the  need  for 
differentiating  it  from  the  osteomalacia  due  to  hyper- 
parathyroidism is  a very  real  one.  Paget’s  disease  of  the 
nipple,  however,  is  not  nearly  as  clear  cut  a picture  as  he 
considered  it  to  be.  It  is  still  a matter  of  acrimonious 
discussion  among  authorities  as  to  whether  it  is  a primary 
squamous  cell  epithelioma,  a carcinoma  developing  from 
the  ducts  in  the  nipple  or  perhaps  the  sweat  ducts  in  the 
skin,  or  an  adenocarcinoma  beginning  deep  in  the  breast, 
and  making  its  first  appearance  along  the  duct  and  finally 
invading  the  skin.  It  is  a term  that  might  well  be  dropped 
from  clinical-pathological  conferences  and  kept  only  as 
an  interesting  historical  association. 
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Syphilis  and  Neurosyphilis  in  Hawaii 

Incidence  and  Results  of  Treatment  in  the  Territorial  Hospital  for  Mental  Disorders 

Richard  DeMonbrun  Kepner,  m.d. 

Kaneohe,  Oahu 


Questions  about  syphilis  in  the  Territorial 
Hospital  for  mental  diseases  have  been  so  nu- 
merous that  it  seemed  worthwhile  to  prepare  cer- 
tain data  which  are  herein  presented.  Part  of 
this  material  was  presented  by  the  author  1 at 
a meeting  of  the  Honolulu  County  Medical  So- 
ciety in  1938.  No  comparable  paper  has  been 
published,  although  one  comprehensive  survey 
of  the  venereal  disease  problem  in  the  Territory 
has  been  made.2 

This  paper  reviews  the  incidence  of  syphilis 
in  patients  admitted  to  the  Territorial  Hospital 
for  the  first  time  over  the  period  1923-1940,  and 
attempts  to  evaluate  the  results  of  therapy  in 
those  with  central  nervous  system  involvement, 
especially  the  paretics. 


GRAPH  II.  PERCENTAGE  OF  FIRST  ADMISSIONS  mj-wso 
VMTH  STPHIL15  IN  ANT  FORM. 


The  increase  in  admissions 3 of  patients  to 
this  hospital  over  this  period  is  shown  in  Graph 

I. 
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GRAPH  F . FIRST  AWIISSIONS  TO  TERRITORIAL  HOSPITAL 
l<Ui  I9M 

The  percentage  of  syphilis  in  these  first  ad- 
missions has  shown  on  the  whole  a gradual  de- 
cline since  1923.  Of  all  first  admissions  (a  total 
of  3253)  to  the  Territorial  Hospital  from  July  1, 
1923,  to  June  30,  1940,  the  percentage  with 
syphilis  in  one  form  or  another  was  17.9%.  By 
years  this  percentage  is  shown  in  Graph  II. 


The  incidence  of  syphilis  among  first  admis- 
sions by  groups  is  a question  brought  up  fre- 
quently. The  582  cases  of  syphilis  found  in  all 
first  admissions  between  1923  and  1940  were 
distributed  according  to  race  groups  as  shown 
in  Graph  III. 
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When  the  figures  showing  the  number  of  cases 
of  syphilis  in  each  racial  group  are  compared 
with  the  number  of  first  admissions  in  that 
group  they  do  not  necessarily  reflect  the  true 
incidence  of  syphilis  it*  the  population  of  any 
one  race.  A comparison  has  been  made,  there- 
fore, of  the  number  of  syphilitics  in  each  race  in 
the  Territorial  Hospital,  with  the  number  of 
that  race  in  the  general  population  4 outside.  For 
this  comparison,  only  persons  fifteen  years  of 
age  and  over  of  that  race  group  in  the  general 
population  of  the  Territory  have  been  taken  be- 
cause this  older  group  is  more  comparable  in 
age  with  the  patients  in  the  hospital.  For  com- 
parison with  the  hospital’s  1923-40  figures,  the 
1930  population  of  the  Territory  has  been  used 
since  this  is  almost  midway  in  point  of  time  and 
is  also  about  average  for  the  population  over 
that  period. 

G ‘aph  IV  then  shows  three  sets  of  figures  for 
the  period  1923-1940:  (1)  the  percentage  of  the 
total  number  of  cases  of  syphilis  furnished  by 
each  race  group ; (2)  the  percentage  of  the  total 
number  of  first  admissions  furnished  by  each 
race  group;  and  (3)  the  number  of  first  admis- 
sions with  syphilis  in  each  race  group  per  1000 
of  that  race  group,  fifteen  years  of  age  or  over, 
in  the  general  population  outside  the  hosp;*al. 


TtRST  ADmSS'ONS  AMD  VMTH  THE  TERR\TO R\A\.  POPULATION 


The  incidence  of  syphilis  by  sex  was  as  fol- 
lows : of  the  582  cases,  438  were  men  and  144 
women.  Men  thus  accounted  for  75.3%  and 
women  for  24.7%.  This  sex  ratio  is  compared 
in  Graph  V with  first  admissions  during  1923- 
1940  and  with  the  population  of  the  Territory. 


S'fPttu.mcs  ftDumtD  first  Admissions  ■poPoiation  of 

iqii-mo  terr\tc«x  ipso 


Of  all  first  admissions  in  each  race  group, 
the  percentage,  total  and  by  sex,  with  syphilis 
is  shown  in  Graph  VI. 


GRAPH  VI.  PERCENTAGE  OP  FIRST  ADHtSSlONS  tRil  - i9«K>  VIlTH  SXFHtUS  BA  RACE 


AND  ST*  • 

The  total  number  of  syphilitics  in  first  admis- 
sions was  17.9%.  Division  of  this  number  into 
cases  with  and  without  central  nervous  system 
involvement  is  shown  in  Graph  VII. 

There  is  apparently  a downward  trend  in  the 
relative  number  of  syphilitics  with  central  nerv- 
ous system  involvement.  By  years,  the  annual 
incidence  in  first  admissions  of  general  paresis, 
other  forms  of  syphilis  of  the  central  nervous 
system,  and  syphilis  without  demonstrable  in- 
volvement of  the  central  nervous  system  is 
shown  in  Graph  VIII. 
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Table  I shows  the  percentage  of  the  syphilitics 
in  each  race  group,  by  sex  and  by  total,  that 
have  developed  neurosyphilis.  Although  the 
total  numbers  are  small,  it  would  seem  that  the 
Filipino  and  Korean  have,  for  reasons  unknown, 
developed  less  neurosyphilis  than  other  races. 


The  incidence  of  neurosyphilis  in  this  hospital 
seems  to  compare  favorably  with  that  in  main- 
land hospitals.  The  first  admissions  with  neuro- 
syphilis here,  by  sex  and  total,  as  compared  else- 
where (s’  10,  n>  12>  14)  for  the  given  periods, 
are  shown  in  Table  II. 


Table  II 


Place 

G P I 

Years 

Men 

IV  omen 

Total 

Terr.  Hosp. 

1923-40 

8.9 

7.5 

8.5 

Terr.  Hosp. 

1937-38 

8.1 

6.8 

7.7 

Terr.  Hosp. 

1939-40 

7.0 

0.0 

5.2 

U.  S.  A.  State  Hosp. 

1937 

9.9 

4.6 

7.7 

N.  Y.  State  Hosp. 

1938 

10.3 

3.6 

7.1 

N.  Y.  State  Hosp. 

1940 

9.4 

3.2 

6.5 

Mass.  State  Hosp. 

1917-33 

? 

? 

6.1 

Mass.  State  Hosp. 

(Dayton) 

1917-39 

8.0 

2.4 

5.4 

Mass.  State  Hosp. 

1939 

5.4 

1.4 

3.7 

Other  CNS  Syphilis 
Place  Years  Men 

Women 

Total 

Terr.  Hosp. 

1923-40 

1.5 

1.2 

1.5 

Terr.  Hosp. 

1937-38 

0.6 

0.0 

0.4 

Terr.  Hosp. 

1939-40 

1.6 

1.6 

1.6 

U.  S.  A.  State  Hosp. 

1937 

1.6 

1.1 

1.4 

N.  Y.  State  Hosp. 

1938 

? 

? 

1.4 

N.  Y.  State  Hosp. 

1940 

? 

? 

1.3 

Mass.  State  Hosp. 

1917-33 

? 

? 

0.8 

Mass.  State  Hosp. 

(Dayton) 

1939 

0.5 

0.3 

0.4 

Table  I 


WITHOUT  CNS 


RACE 

GPI 

OTHER  CNS 

INVOLVEMENT 

Men 

Women 

Total 

Men 

Women 

Total 

Men 

Women 

Total 

Hawaiian 

50.0 

55.4 

52.3 

10.2 

6.1 

8.5 

39.8 

38.5 

39.2 

Part  Hawaiian 

54.2 

35.0 

45.5 

4.1 

15.0 

9.1 

41.7 

50.0 

45.4 

Portuguese 

66.7 

66.6 

66.6 

5.5 

16.7 

8.4 

27.8 

16.7 

25.0 

Porto  Rican 

52.2 

50.0 

51.8 

8.7 

0.0 

7.4 

39.1 

50.0 

40.8 

Spanish 

0.0 

0.0 

0.0 

0.0 

0.0 

0.0 

100.0 

0.0 

100.0 

Other  Caucausian 

51.0 

40.0 

49.2 

15.7 

0.0 

14.7 

33.3 

50.0 

36.1 

Chinese 

53.7 

50.0 

53.5 

7.3 

0.0 

7.0 

39.0 

50.0 

39.5 

Japanese 

58.6 

27.3 

52.9 

4.0 

4.5 

4.1 

37.4 

68.2 

43.0 

Korean 

30.0 

33.3 

30.5 

10.0 

0.0 

8.7 

60.0 

66.7 

60.8 

Filipino 

27.1 

30.0 

27.5 

6.7 

0.0 

5.8 

66.2 

70.0 

66.7 

Others 

23.1 

50.0 

26.7 

23.1 

50.0 

26.7 

53.8 

0.0 

46.6 

Aggregate  All  Races 

48.4 

45.1 

47.7 

8.4 

7.6 

8.1 

43.2 

43.2 

44  2 
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Most  of  the  patients  suffering  from  neurosyphilis 
in  this  hospital  have  been  admitted  because  their 
conduct  and  behavior  were  so  altered  by  organic 
disease  of  the  brain  that  they  were  unable  to  ad- 
just themselves  in  the  community.  Of  course,  a 
few  cases  were  sent  in  because  of  alcoholism  and 
were  found  on  careful  examination  to  be  suffer- 
ing from  neurosyphilis.  Most  patients  with  syphi- 
lis showing  no  evidence  of  involvement  of  the 
nervous  system  give  no  history  of  infection,  and 
are  found  to  he  suffering  from  syphilis  only  after 
routine  Wassermann  examination.  These  tests 
have  been  done  continuously  since  the  latter  part 
of  1922.  Actually  a few  of  the  syphilitics  listed  in 
1923-24  had  been  admitted  prior  to  that  year, 
however,  these  were  so  few  as  not  to  be  statistic- 
ally significant. 

Treatment 

As  regards  the  treatment  of  syphilis,  the  remarks 
and  figures  noted  hereafter  will  be  confined  chiefly 
to  neurosyphilis  inasmuch  as  the  treatment  of 
ordinary,  uncomplicated  and  visceral  syphilis  is 
well  known  to  the  ordinary  practitioner.  For  a 
patient  found  to  be  suffering  from  syphilis,  treat- 
ment is  instituted  along  more  or  less  definite  lines, 
provided  the  patient  is  in  condition  to  tolerate  it 
and  does  not  experience  unfavorable  reactions 
thereform. 

Syphilis  showing  no  involvement  of  the  nervous 
system,  as  evidenced  by  altered  serology  in  the 
spinal  fluid  or  by  neurological  signs,  is  treated 
with  bismuth,  mercury,  potassium,  iodide,  neoars- 
phenamine,  sulpharsphenamine  and  mapharsen, 
in  the  usual  manner. 

The  cases  of  meningo-vascular  syphilis,  which 
make  up  about  1.5%  of  the  admissions,  or  about 
8.4%  of  the  total  number  of  syphilitics,  are  treated 
with  heavy  metals,  and  the  arsenicals  and  iodides. 
If  no  improvement  followed  in  six  months  it  is 
customary  to  treat  with  tryparsamide,  or  fever 
therapy,  or  both. 

The  meningo-encephalitic  or  paretic  type,  with 
involvement  of  the  brain  substance  itself,  is  treated 
by  a combination  of  tryparsamide  and  fever  thera- 
py in  addition  to  routine  chemotherapy.  It  is  cus- 
tomary to  give  tryparsamide  in  doses  of  three 
grams  a week  for  courses  of  at  least  three  months 
provided  visual  fields  and  visual  acuity  permit. 
Fever  therapy  in  conjunction  with  chemotherapy 
has  been  given  for  the  past  eight  years  in  many  of 
these  cases. 

Two  methods  of  fever  therapy  have  been  em- 
ployed. One  has  beer,  intravenous  typhoid  shock 
therapy  as  suggested  by  Nelson.15  This  con- 
sisted of  two  doses  of  a standard  typhoid-para- 


typhoid mixed  vaccine  every  other  day  for  ten 
fever  days,  the  dosage  on  fever  days  being  in- 
creased from  100,000,000  twice  up  to  1,000,000,- 
000  twice. 

The  other  method  has  been  inductohterm1,: 
in  which  electrically-induced  hyperpyrexia  is  given 
once  or  twice  a week  for  at  least  four  or  five 
hours  of  fever  between  105  and  106  degrees  rectal. 
Of  late,  it  has  been  the  custom  to  maintain  the 
temperature  between  106  and  107  degrees  for  at 
least  two  hours  of  each  treatment.  The  number 
of  treatments  given  to  each  case  has  been  ten  in 
the  earlier  ones  treated  and  twenty  in  the  later 
cases  if  they  tolerated  them  well.  Paretics  who 
do  not  tolerate  treatment  in  the  inductotherm  and 
those  whose  eye  grounds  and  visual  acuity  do 
not  permit  the  use  of  tryparsamide  are  treated 
with  mapharsen,  neoarsphenamine,  and  heavy 
metals  in  conjunction  with  iodides.  Of  course, 
occupational  therapy  and  psychotherapy  are  also 
employed  as  indicated  in  the  various  cases. 
Results 

No  particular  attempt  has  been  made  to  evaluate 
in  detail  the  results  of  treatment  for  syphilis  other 
than  that  involving  the  nervous  system.  Cases  of 
neurosyphilis  other  than  paresis  total  8.4%  of 
the  luetics  admitted;  about  two-thirds  of  these 
had  meningo-vascular  syphilis. 

The  percentages  of  neurosyphilitics  who  died, 
were  discharged,  or  remained  in  the  hospital, 
1923-40  are  shown  in  Graph  IX. 
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The  length  of  stay  in  the  hospital,  that  is,  the 
average  hospital  stay  (which  in  most  instances 
was  the  total  duration  of  all  treatments  both  in 
and  out  of  the  hospital)  of  neurosyphilitics  who 
were  discharged  or  died  from  1923-38  is  shown 
in  Table  III. 

Table  III 

Type  of  Discharged  Died  Remaining  in 
Neurosyphilis  Hospital 

GPI  7 months  11  months  2 yrs.  11  months 

Other  CNS  11  months  12  months  5 yrs.  1 month 

These  figures  suggest  that  improvement,  if  it  is 
to  be  obtained,  will  usually  be  apparent  in  the 
early  months  of  treatment. 

The  results  of  treatment  of  neurosyphilis  by  the 
various  methods  are  compared  in  Graph  X.  These 
figures  are  based  on  the  evaluation  of  the  condi- 
tion of  139  such  patients  treated  by  various  meth- 
ods during  the  period  July  1,  1929  to  June  30, 
1939.  (These  patients  were  nearly  all  paretics, 
although  a few  were  included  with  other  forms  of 
syphilis  of  the  nervous  system.)  Fifty-two  others 
are  omitted  because  the  records  of  treatment  were 


not  available.  It  should  be  noted  that  none  of 
our  neurosyphilitics  are  shown  as  recovered,  in 
observance  of  the  policy  of  this  hospital. 


Table  IV 


Patients 

under 

Treatment 

First  and 
Readmissio, 

Total 

DISCHARGES 

M uch 

Recov'd  Imp.  Improv. 

Unimp. 

Discharges 
per  100  of 
Admissions 

Deaths 

Deaths  per 
1,000  under 
Treatment 

Territorial  Hosp. 
1930-40 

39 

18 

6 

— 

— 5.5% 

— 1 

27.8 % 
5 

33.3% 

9 

230.7 

Territorial  Hosp. 
1938-39 

39 

15 

4 

— 

— 20.0% 
— 3 

6.6% 

1 

26.7% 

6 

153.8 

N.  Y.  State  Hosp. 
1938 

4,791 

1,022 

395 

7.4% 

76 

— 31.2% 

— 319 

— 

38.6% 

532 

11.0 

N.  Y.  State  Hosp. 
1936 

4,563 

1,138 

375 

3.4% 

39 

19.5%  7.1% 

222  80 

3.0% 

34 

33.0% 

499 

109.3 

Massachusetts  State 
Hospitals  1938 

477 

188 

75 

X 

X 

X X 

X X 

X 

X 

39.9% 

70 

147.0 

Worcester,  Mass. 
State  Hosp.,  1938 

142 

34 

7 



— 11.7% 

— 4 

8.9% 

3 

20.6% 

18 

126.7 

Alabama  State 
Hospital,  1939 

X 

62 

40 

4.8% 

3 

— 67.7% 

— 42 

6.5% 

4 

79.0% 

34 

X 

U.  S.  State 
Hospitals,  1937 

X 

5,149 

2,496 

5.3% 

278 

— 36.6% 

— 1,883 

6.3% 

335 

48.4% 

3,421 

X 

U.  S.  State 
Hospitals,  1936 

X 

6,771 

2,213 

4.3% 

291 

— 24.0% 

— 1,645 

4.1% 

277 

32.4% 

3,452 

X 

U.  S.  State 
Hospitals,  1935 

X 

6,487 

2,149 

3.9% 

248 

— 24.0% 

— 1,599 

4.5% 

302 

33.1% 

3,322 

X 

U.  S.  State 
Hospitals,  1934 

X 

6,431 

1,992 

3.8% 

244 

— 23.2% 

— 1,491 

4.0% 

257 

31.1% 

X 

X 

X Data  not  available. 
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The  total  percentage  of  neurosyphilitics  im- 
proved by  the  various  methods  of  treatment  is 
shown  in  Graph  XI. 


GRAPH  XI.  PERCENTAGE  OF  NEUROSYPHILITlCS 
IMPROVED  AND  MUCH  IMROVED  AFTER  TREATMENT 
BY  VARIOUS  METHODS  I9i9  - 195R. 


TOSSg*  l^o°sC  druIT  drug5°nlv  ^ methods 


The  results  of  treatment  of  paretics  lieie  as  com- 
pared with  results  in  other  hospitals  (5’  6>  7 > 8-  9 ■ 
io,  13,  17,  18^  are  shown  in  Table  IV. 


Obviously,  tbe  results  here  are  on  a smaller  scale 
than  some  of  these  other  figures  and  yet  it  would 
seem  that  they  are  comparable  after  a fashion. 
The  figures  in  this  hospital  indicate  without  ques- 
tion the  fact  that  fever  plus  chemotherapy  was 
vastly  superior  to  chemotherapy  alone ; neverthe- 
less, the  results  are  not  as  good  as  those  reported 
by  certain  workers  elsewhere.  In  an  attempt  to 
explain  this,  an  analysis  of  our  admissions  during 
the  past  five  years  was  undertaken.  It  was  found 
that  a number  of  neurosyphilitic  patients  were  in 
poor  condition  for  treatment  for  reasons  other  than 
their  syphilis.  The  condition  of  seventy-eight  pare- 
tics on  admission  1934-39  was  as  follows: 


Tuberculosis  2 

Heart  disease  2 

Lung  abscess  1 

Debility  8 

Age  60  to  77  years  9 

Moribund  1 

Total  poor  risks  23  or  29.5% 
Juvenile  type  4 or  5.1% 

Demented  or  dementing 
types  75.5% 


The  juvenile  types  are  listed  because  of  their 
notoriously  poor  prognosis.  The  demented  or 
dementing  types  are  listed  because  they  are  gen- 
erally considered  more  unfavorable  from  the  point 
of  view  of  treatment  since  their  brains  are  proba- 
bly already  badly  damaged,  although  it  is  known, 
of  course,  that  the  clinical  picture  does  not  neces- 
sarily reflect  the  degree  of  brain  damage. 

In  the  treatment  of  paresis,  most  authorities  agree 
(19>  20>  21> 22)  that  some  type  of  fever  therapy  plus 
tryparsamide,  is  indicated,  although  a few  feel 
that  the  danger  to  the  eyes  from  tryparsamide  is 
greater  than  the  possible  benefit  to  be  gained.  As 
to  the  exact  type  of  fever  to  be  employed,  there 
is  a great  deal  of  disagreement.  Some  workers  23 
believe  that  malaria  is  superior  to  the  inducto- 
therm  and  the  hypotherm,  and  others  claim  to 
have  proven  that  the  inductotherm  and  the  hyper- 
therm are  superior  to  malaria  (16>  22).  I have  felt 
for  a number  of  years  that  malaria  is  a splendid 
method  of  treatment  for  these  cases.  Since  malaria 
is  not  available  here,  in  observance  of  the  policy 
of  the  Board  of  Health,  it  is  necessary  to  use  phy- 
sically induced  fever.  It  appears  that  the  results 
shown  warrant  the  continuance  of  its  use. 

It  is  suggested  that  earlier  treatment  of  paretics, 
before  irreparable  damage  has  been  done  to  the 
brain  parenchyma,  would  improve  our  results 
although  v/e  can  never  hope  to  match  the  figures 
obtained  in  the  private  practice  and  out-patient 
service  of  some  workers.  To  that  end  it  is  sug- 
gested that  every  patient  with  syphilis  have  a 
spinal  puncture  at  least  once  in  the  course  of  his 
treatment,  preferably  in  the  first  year  of  the  di- 
sease, and  another  when  his  treatment  is  conclud- 
ed. The  first  puncture  may  well  be  done  in  early 
syphilis  at  the  end  of  six  months  of  treatment, 
that  is,  after  the  second  course  of  arsphenamine.10 

Invasion  of  the  nervous  system  probably  occurs 
in  all  patients  recently  infected  with  syphilis.19 
Abnormalities  of  the  spinal  fluid  may  be  found  in 
as  high  as  50  to  75  per  cent  of  patients  with  un- 
treated early  syphilis  within  the  first  year  after 
infection.  If  spinal  fluid  abnormalities  are  present 
in  the  absence  of  clinical  evidence  of  neurosyphilis 
the  condition  is  known  as  asymptomatic  neuro- 
syphilis. These  abnormalities  antedate  the  appear- 
ance of  obvious  clinical  damage  in  the  nervous 
system  by  many  years  thus  the  potential  paretic 
or  tabetic  patient  is  recognizable  within  the  first 
year  of  the  infection,  rather  than  fifteen  years 
later,  when  irreparable  harm  may  already  have 
been  done. 


75.5% 
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In  one  group  24  made  up  of  patients  with  early 
and  late  syphilis,  only  3.6%  of  those  with  normal 
spinal  fluids  developed  definite  or  questionable 
evidence  of  neurosyphilis  (in  all  instances,  menin- 
geal or  meningo-vascular  in  type).  Of  patients 
with  paretic  formulae  in  the  spinal  fluid,  73% 
developed  neurosyphilis,  and  30%  of  those  with 
paretic  formulae  developed  tabes  dorsalis  and 
general  paresis.  Of  the  patients  with  intermediate 
changes  in  the  spinal  fluid,  32%  developed  neu- 
rosyphilis. 

Abnormalities  of  the  spinal  fluid  are  said  19  to  be 
much  more  frequent  after  irregular  treatment  of 
early  syphilis  than  when  it  is  carried  out  without 
interruption. 

Any  patient  under  treatment  for  syphilis  who 
displays  unusual  irritability,  slowness  in  thinking, 
loss  of  weight,  forgetfulness,  sleepiness,  speech  de- 
fect, insomnia,  judgment  defects,  fatigability,  di- 
gestive defects,  marked  impairment  of  vision,  oc- 
casional headaches,  or  rheumatoid  pains,  should 
have  a spinal  puncture.  These  are  the  symptoms 
listed  by  Ebaugh  as  most  frequently  found  in  neu- 
rosyphilis. 

In  conclusion,  I wish  to  reiterate  the  fact  that 
syphilis  is  a disease  encountered  by  all  practition- 
ers and  one  which  may  result  in  serious  disease 
of  the  nervous  system.  To  reduce  to  a minimum 
the  development  of  neurosyphilis  with  its  devast- 
ating results,  it  is  necessary  to  treat  early  syphilis 
adequately.  If,  in  addition,  signs  and  symptoms 
of  neurosyphilis  are  watched  for  carefully,  it  will 
be  possible  to  institute  proper  therapy  early  there- 
by adding  many  useful  and  productive  years  to 
the  lives  of  those  so  afflicted. 

Summary 

1.  A survey  of  the  incidence  of  syphilis  and  neu- 
rosyphilis in  the  Territorial  Hospital  1923-40 
is  presented. 

2.  This  incidence  has  been  analyzed  by  race  and 
sex,  and  has  been  compared  with  figures  in 
similar  hospitals  elsewhere. 

3.  The  modes  of  treatment  employed  and  their 
results  have  been  studied  and  compared  with 
those  elsewhere. 

4.  An  analysis  of  our  admissions  is  presented 
which  shows  that  three-fourths  or  more  of  our 
neurosyphilitics  have  been  of  such  types  or  in 
such  condition  upon  admission  that  their  prog- 
nosis was  of  necessity  expected  to  be  poor. 

5.  It  is  urged  that  all  syphilitics  be  treated  in- 
tensively early  in  the  course  of  the  infection, 
and  that  repeated  spinal  fluid  and  neuro- 
psychiatric examinations  be  done  so  as  to  de- 
tect nervous  system  involvement  before  irre- 
parable damage  has  been  done. 


Territorial  Hospital  Kaneohe,  Oahu 

Much  of  the  statistical  work  herein  presented  was  done  by  Mr. 

Arthur  E.  Holland  whose  services  were  kindly  made  available  to 

us  by  Major  Peter  Bermel  of  the  Works  Progress  Administration. 
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Honolulu 


The  management  of  kidney  injuries  is  a highly 
controversial  subject  in  this  community  as  else- 
where. It  would  seem  that  a clearer  understanding 
of  the  pathologic  changes  and  the  proper  approach 
to  their  clinical  identification  might  promote  some- 
what greater  uniformity  of  opinion  as  to  the  proper 
procedure  in  any  given  case. 

The  immediate  consequences  of  application  of 
force  to  the  kidney  region  may  be  ( 1 ) hemorrhage, 
(2)  extravasation  of  urine,  (3)  infection  (hema- 
togenous, or  retrograde  from  the  bladder),  (4) 
death  of  the  kidney,  and  (5)  death  of  the  patient, 
from  hemorrhage  or  infection  or  both. 

These  are  accompanied  by  the  well-known 
major  clinical  signs  and  symptoms:  local  pain, 
followed  by  nausea  and  vomiting ; and  primary 
shock,  which  may  be  severe  (but  it  is  wise  to  keep 
in  mind  that  this  shock  may  be  due  only  to  stimu- 
lation of  the  solar  plexus  by  the  blow  and  not 
necessarily  to  injury  to  the  kidney  itself).  Hema- 
turia is  the  cardinal  sign,  and  it  may  be  all  out  of 
proportion  to  the  extent  of  the  injury.  Severe 
injuries  amounting  to  extensive  laceration  may 
give  only  small  amounts  of  blood  in  the  urine, 
whereas  relatively  minor  ones,  if  in  or  near  the 
pelvis,  may  result  in  gross  hematuria.  There  is 
tenderness  only  in  the  flank,  at  first,  but  as  the 
perirenal  haematoma  increases  in  size,  abdominal 
tenderness  appears,  increasing  and  extending 
downward  toward  the  lower  quadrant.  If  ex- 
tensive enough,  this  is  accompanied  by  a falling 
blood  pressure  and  a rising  pulse  rate  (the  sec- 
ondary shock  of  hemorrhage).  Abdominal  dis- 
tention is  common  and  early,  due  to  reflex  para- 
lysis of  the  bowel — the  so-called  “renal  ileus.” 
A mass  can  soon  be  felt  in  theHoin,  slowly  in- 
creasing in  size  and  in  tenderness  until,  on  reach- 
ing the  psoas  muscle,  it  may  produce  psoas 
spasm  sufficiently  marked  to  cause  flexion  of 
the  thigh  on  that  side. 

Procedure 

To  determine  that  the  kidney  is  injured  is 
easy,  since  even  slight  trauma  almost  invariably 
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produces  hematuria,  but  to  determine  the  nature 
and  the  extent  of  the  injury  is  often  a very  diffi- 
cult problem.  Among  other  things,  it  is  a matter 
of  common  observation  that  the  degree  of  dam- 
age is  often  out  of  proportion  to  the  magnitude 
of  the  applied  force : great  external  violence  may 
be  accompanied  by  little  or  no  damage  to  the 
kidney  substance,  and,  on  the  other  hand,  a 
slight  blow  or  fall  may  produce  extensive  lacera- 
tion of  the  organ. 

As  a part  of  the  preliminary  investigation  in 
the  emergency  room,  whenever  an  injury  sug- 
gests damage  to  the  urinary  tract  the  patient 
should  be  catheterized  immediately.  This  pro- 
cedure is  neither  dangerous  nor  shocking,  and 
by  it,  the  presence  or  absence  of  hematuria  is 
determined. 

In  this  connection  I should  like  to  point  to 
a gratifying  change  in  the  attitude  of  the  resi- 
dent staff  at  Queen’s  Hospital  during  the  last 
few  years.  Formerly  it  was  not  uncommon  for 
the  urologic  staff  to  be  called  to  see  patients 
with  kidney  injuries  only  after  a tumor  in  the 
flank  pointed  to  an  all  too  obvious  extensive 
hemorrhage  in  that  region,  or  sometimes  only 
when  the  patient  was  reported  by  the  nurse, 
sometimes  hours  after  admission,  to  have  voided 
bloody  urine.  Now  it  is  not  uncommon  to  be 
telephoned  by  the  intern  who  states  that  the 
patient  is  in  the  emergency  room  and  that  ca- 
theterization has  revealed  blood  in  the  urine. 
This  probably  reflects  a change  for  the  better  in 
recent  medical  teaching. 

If  primary  shock  is  present  (and  it  nearly  al- 
ways is,  to  a marked  degree)  further  manipula- 
tion of  the  patient  is  meddlesome  and  dangerous, 
and  nothing  further  should  be  done  than  to  get 
him  into  bed  and  to  disturb  him  as  little  as  the 
usual  routine  treatment  for  shock  demands.  For- 
tunately from  then  on  there  is  usually  no  hurry 
and  certainly  no  occasion  to  do  anything  until 
he  has  recovered  from  the  shock. 

Within  the  next  12  to  24  hours,  however,  it 
is  vital  to  determine  the  nature  and  extent  of  the 
injury,  for  it  would  seem  that  in  no  other  way 
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can  one  come  to  an  intelligent  conclusion  as  to 
just  what  course  of  treatment  would  be  safest 
and  best.  Once  that  course  is  determined,  it 
must  be  pursued  with  boldness  and  certainty. 

In  the  years  since  excretion  pyelography  has 
been  made  practical,  the  problem  of  genito- 
urinary diagnosis  has  been  greatly  facilitated, 
but  unfortunately  this  very  valuable  procedure 
has  sharp  limitations  which  are  nowhere  better 
illustrated  than  in  the  condition  which  forms  the 
subject  of  this  paper. 

An  excretion  pyelogram  which  shows  a per- 
fectly functioning  pelvis  and  ureter  on  the  af- 
fected side  strongly  suggests  that  the  injury  is 
not  a serious  one,  and  that  no  radical  interference 
is  likely  to  be  necessary.  This  can  lead,  however, 
to  a false  sense  of  security,  for  it  has  been  shown 
on  numerous  occasions  that  extensive  rents  in 
the  kidney  substance,  extending  all  the  way  from 
the  pelvis  to  the  cortex,  through  which  a dan- 
gerous extravasation  of  urine  later  occurred, 
may  be  present  despite  a normal  excretion  uro- 
gram. 

A negative  picture,  on  the  other  hand,  i.e.  a 
failure  of  excretion  on  the  affected  side,  can  be 
even  more  confusing  because  of  the  multiplicity 
of  conditions  which  may  be  responsible  for  this 
finding.  Obviously,  a complete  destruction  of 
the  kidney  will  result  in  a complete  failure  of  the 
excretion  of  the  iodide  on  that  side.  But  the 
secretory  activity  of  the  kidney  may  be  markedly 
reduced  or  inhibited  entirely  by  many  relatively 
minor  factors. 

There  is  often  no  secretion  of  urine  in  a simple 
edema  of  the  kidney  following  trauma.  Sub- 
capsular  hemorrhage  has  been  known  to  cause 
a temporary  complete  anuria.  Hematomas  and 
infarcts  of  the  kidney  likewise  have  been  ob- 
served to  cause  a complete  suppression  of  urine 
on  that  side  for  considerable  lengths  of  time. 
Low  blood  pressure  from  shock  is  another  fac- 
tor which  must  be  considered  in  evaluating  the 
failure  of  the  kidneys  to  concentrate  the  iodide 
in  sufficient  quantities  to  give  an  x-ray  shadow. 
And  finally  the  failure  of  the  kidney  to  secrete 
may  be  due  to  that  obscure  condition  lightly  dis- 
missed by  a mere  name  “reflex  anuria.”  Most 
of  these  latter  factors  are  of  no  great  moment 
but  they  can  be  mistaken  for  serious  conditions 
if  the  evidence  of  the  intravenous  urogram  alone 
is  relied  upon  to  make  a diagnosis.  The  excre- 
tion urogram,  therefore,  has  come  to  be  con- 
sidered in  some  quarters  as  nothing  more  than 


a rough  though  valuable  preliminary  survey, 
since  it  is  easy  to  perform  and  need  not  be  par- 
ticularly trying  to  the  patient. 

The  role  of  the  retrograde  pyelogram  is  at  the 
present  time  under  serious,  even  somewhat  acri- 
monious, discussion.  The  antagonists  point  to 
the  danger  of  infiltrating  the  perirenal  tissues, 
with  the  sclerosing  contrast  medium  through  a 
rent  in  the  pelvis.  The  protagonists  maintain, 
however,  that  this  accident  is  much  less  serious 
than  the  leakage  of  urine  which  an  undiagnosed 
rent  in  the  pelvis  makes  possible  ; for  urine,  when 
outside  the  urinary  tract,  is  one  of  the  most 
dangerous  and  sclerosing  secretions  of  the  body. 
Certainly  one  should  be  fully  conscious  of  the 
dangers  associated  with  a retrograde  injection 
of  an  iodide  in  the  possible  presence  of  an  in- 
jured kidney  pelvis,  and  should  never  perform 
the  procedure  without  being  prepared  to  operate 
immediately  if  a dangerous  infiltration  is  demon- 
strated. It  would  seem  that  Sargent’s  opinion 
should  be  given  serious  attention  when  he  says, 
“I  freely  admit  the  hazards  of  retrograde  pyelo- 
graphy but  I believe  the  sum  total  of  those 
hazards  do  not  equal  the  hazards  of  case  manage- 
ment without  them.” 

In  considering  the  specific  question  of  opera- 
tion on  injured  kidneys,  it  is  well  to  keep  in  mind 
the  two  principal  pathological  factors  to  be  dealt 
with:  (1)  hemorrhage  and  (2)  extravasation. 
The  former  is  the  lesser  of  the  two  evils  be- 
cause severe  hemorrhage  alone  is  not  very  often 
fatal,  and  indeed  it  is  surprising  to  note  the 
amount  of  massive  hemorrhage  in  this  region 
which  may  go  on  to  spontaneous  cessation  and 
recovery.  Watchful  waiting,  if  it  is  not  mere 
hopeful  guessing,  may  be  practised  here.  For- 
tunately again,  there  is  no  great  rush,  but  a 
steadily  falling  blood  pressure  and  a rising  pulse 
with  a palpably  increasing  haematoma  and  psoas 
spasm  all  point  to  a condition  demanding  prompt 
action. 

It  is  believed  by  some  men,  especially  in  New 
York  City,  that  nearly  all  injuries  to  the  kidney 
warrant  operation.  This  group  frankly  admits 
that  some  unnecessary  exposures  will  be  per- 
formed but  they  express  the  belief  that  delay  often 
results  in  disaster,  since  a simple  condition  mav 
be  changed  into  a grave  hemorrhagic  infected  one 
by  delay.  However,  the  assertion  that  infection 
may  supervene,  with  emphasis  on  the  word  may, 
would  seem  to  involve  too  much  conjecture,  and 
to  point  to  an  omission  of  diagnostic  procedures 
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which  would  demonstrate  more  clearly  the  exact 
extent  of  the  pathological  condition.  Since  ex- 
travasation with  infection  is  the  source  of  the 
gravest  danger  to  the  patient  and  greatest  worry 
to  the  surgeon,  it  is  possible  that  more  retro- 
grade pyelography  would  make  for  a more  exact 
diagnosis  and  permit  a more  decisive  stand  on 
the  question  of  intervention  or  non-intervention. 

The  work  of  Sterling  and  Lands  * throws  some 
interesting  conjectural  light  on  this  subject. 
Their  work  was  on  experimental  animals  where 
the  kidney  had  been  injured  deliberately  external 
violence.  One  half  of  the  animals  were  operated 
on  and  repair  of  the  kidney  was  performed.  The 
other  half  were  treated  conservatively.  In  all 
of  the  severely  injured  animals  operative  repair 
was  100%  successful,  where  80%  of  the  un- 
operated animals  died. 

Of  course,  no  absolute  rule  of  procedure,  after 
exposing  the  kidney,  can  be  laid  down,  but  the 
term  “increasing  conservatism”  which  appears 
often  in  the  literature  nowadays  suggests  plastic 
conservative  repair  than  nephrectomy.  If  the 
contour  of  the  pelvis  is  reasonably  well  pre- 

*  Journal  of  Urology  37:466  (April)  1937. 


served,  even  though  there  is  extensive  rupture  of 
the  parenchyma,  restoration  to  normal  usually 
follows  careful  plastic  repair.  On  the  other  hand, 
if  the  pelvis  is  shattered  beyond  hope  of  repair, 
there  can  be  no  hope  for  the  kidney  and  little  for 
the  patient  unless  prompt  nephrectomy  relieves 
him  of  a now  useless  organ. 

Summary 

1.  Prompt  diagnostic  catheterization  is  not 
always  performed  on  patients  injured  in  the  re- 
gion of  the  kidney.  It  should  be  done. 

2.  A plea  is  made  for  a more  exact  determina- 
tion of  the  extent  of  the  injury. 

3.  Excretion  urograms  are  helpful  but  their 
interpretation  must  be  sharply  limited. 

4.  Of  the  two  major  hazards,  hemorrhage 
and  urinary  extravasation,  the  latter  is  by  far 
the  more  serious. 

5.  More  exact  diagnosis  leads  to  more  cer- 
tainty in  adopting  a course  of  treatment. 

6.  There  is  a trend  toward  more  conservative 
plastic  surgery  at  the  present  time. 

Young  Hotel  Building. 
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Mild  Abdominal  Pain  Due  to  Ovulation 

Herbert  E.  Bowles,  m.  d. 

Honolulu 


It  is  the  object  to  this  paper  to  discuss  pain 
due  to  ovulation  and  some  of  the  clinical  pro- 
blems connected  with  it.  We  shall  emphasize  the 
mild  or  subacute  case  of  rupture  of  the  graafian 
follicle  or  of  the  corpus  hemorrhagicum,  and  the 
occasional  case  of  the  corpus  hemorrhagicum 
cyst.  Cope  1 in  his  excellent  book  on  early  diag- 
nosis of  acute  abdominal  conditions  fails  to  men- 
tion the  humble  graafian  follicle  and  the  corpus 
hemorrhagicum,  which  can  cause  symptoms  of 
varying  intensity  in  most  women  of  childbearing 
age.  Thorek  14  states  that  rupture  of  an  ovarian 
follicle  with  massive  intraperitoneal  hemorrhage 
is  not  uncommon  but  he  fails  to  mention  the  cases 
with  the  milder  symptoms  where  the  mistaken 
diagnosis  is  more  embarrassing.  For  excellent 
discussions  of  the  severe  types  of  ovarian  hem- 
orrhage the  articles  by  Phaneuf,11  Johnson,6  and 
Greenhill  4 may  be  consulted. 

Novak  10  has  remarked  that  no  organ  of  the 
body  is  as  frequently  the  site  of  hemorrhage  as 
is  the  ovary.  There  is  very  seldom  enough  bleed- 
ing to  be  noticeable  at  the  time  the  ovum  is 
extruded  from  the  follicle.  At  once,  a host  of 
small  blood  vessels  work  inward  to  the  granu- 
losa, first  penetrating  the  theca  interna.  A struc- 
ture is  now  formed  which  is  called  the  corpus 
hemorrhagicum.  When  the  bleeding  here  is  ex- 
cessive, a spill-over  into  the  pelvic  cavity  occurs, 
causing  symptoms  which  vary  in  intensity  ac- 
cording to  the  amount  of  bieeding.  Even  more 
important,  however,  is  the  individual’s  acuity  of 
perception  and  sensitivity  to  pain.  In  his  studies 
on  ovulation,  Ito 5 has  noted  that  the  female 
medical  students  used  as  subjects  were  more 
acutely  aware  of  the  symptoms  than  were  most 
of  the  nurses. 

Anyone  concerned  with  the  diagnosis  of  lower 
abdominal  pain  in  women  of  childbearing  age 
should  familiarize  himself  with  the  signs  and 
symptoms  of  ovulation  which  appear  in  various 
ways.  Seguy  and  Simmonet 13  have  mentioned 
the  appearance  in  the  cervix  of  a glossy  trans- 
lucent fluid  secretion,  associated  with  intermen- 
strual  low  pelvic  pain  and  vaginal  bleeding.  Ito  3 
has  made  a thorough  study  of  the  signs  and 


symptoms  of  ovulation,  listing  leukorrhea,  lan- 
guidness, feeling  of  tension  in  the  breasts,  tran- 
sient emotional  instability,  pain  in  the  lower  ab- 
domen. anorexia,  etc. : and  his  articles  are  well 
worth  reading.  In  our  gynecology  courses  in 
medical  school  we  are  told  of  the  so-called 
“Mittclsch.nerz"  and  can  write  fairly  good  exam- 
ination papers  on  the  subject.  After  we  have 
graduated  however,  the  subject  of  menstruation 
and  ovulation  is  all  too  often  never  even  men- 
tioned to  the  patient  prior  to  an  operation  at 
which  is  found — not  infrequently — a normal  ap- 
pendix and  a small  collection  of  blood-tinged 
fluid  in  the  cul-de-sac.  Careful  inspection  will 
usualy  show  clearly  a small  roughened  area  on 
the  surface  of  one  ovary,  often  effectively  plug- 
ged by  a clot  and  with  no  active  bleeding  going 
on.  It  is  the  unfailing  duty  of  the  surgeon  to 
secure  as  accurate  a gynecological  history  as 
possible  whenever  abdominal  pain  is  encountered 
in  a woman  of  childbearing  age.  This  cannot 
always  be  done  in  fulminating  cases ; but  we 
refer  here  to  the  milder  case.  When  in  doubt, 
one  should  have  the  advice  of  a gynecologist  or 
of  one  who  has  had  much  experience  with  gyne- 
cological conditions  even  though  he  is  not  a 
specialist. 

McSweeney 9 reports  that  257  patients  were 
admitted  to  the  Boston  City  Hospital  in  the 
years  1926  to  1938  with  chief  complaints  of  ab- 
dominal pain  due  to  ovulation  or  its  sequelae.  Of 
these,  216  were  operated  on  ; 41  were  diagnosed 
as  having  pain  due  to  rutured  graafian  follicles 
and  were  not  operated  on.  If  it  is  assumed  that 
the  41  cases  were  diagnosed  correctly,  a total  of 
61  out  of  the  257  or  23.7%  of  the  cases  were  due 
to  graafian  follicle  bleeding.  In  questioning  134 
women  who  menstruated  regularly,  he  received 
replies  to  the  effect  that  53.  or  407r,  had  some 
symptoms  suggesting  ovulation,  such  as  spot- 
ting. soreness  of  the  breasts,  leukorrhea,  or  ab- 
dominal pain.  21  out  of  134  (or  1 in  6)  noted 
frequent  attacks  of  minor  abdominal  pain  be- 
tween periods.  73%  of  these  cases  fell  in  the 
age  group  of  15  to  25.  In  Cosbies  3 - series  at 
the  Toronto  General  Hospital.  72%  of  the  cases 
occurred  in  this  same  age  group. 
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The  time  of  onset  of  the  pain  was  observed 
carefully  by  McSweeney 9 in  162  cases  of  dis- 
turbance associated  with  the  follicular  appara- 
tus of  the  ovary  and  the  following  conclusions 
were  reached : 

(a)  In  ruptured  graafian  follicle  cases,  the 
symptoms  occurred  early  or  in  the  middle  of  the 
intermenstrual  period. 

(b)  In  rupture  of  the  corpus  hemorrhagicum, 
some  begin  to  have  pain  in  the  midportion  of  the 
menstrual  cycle,  but  most  have  it  in  the  latter 
part. 

(c)  With  corpus  hemorrhagicum  cysts,  how- 
ever, the  symptoms  occur  about  21  days  after  the 
first  day  of  the  last  period. 

It  is  most  urgent  that  the  patient  receive  the 
benefit  of  an  incision  which  is  large  enough  and 
so  placed  that  the  appendix  can  be  readily  reach- 
ed and  the  uterus  and  adnexa  thoroughly  in- 
spected. The  McBurney  incision  is  totally  inade- 
quate for  the  latter  purpose.  The  Pfannenstiel 
incision  is  open  to  certain  objections  among 
which  should  be  mentioned  the  difficulty  which 
is  encountered  with  occasional  retrocecal  appen- 
dices, especially  the  variety  which  extend  high 
up  toward  the  liver.  The  right  rectus  incision 
does  not  always  give  sufficient  exposure  of  the 
left  adnexa  especially  if  the  recti  be  insufficient- 
ly relaxed  or  if  distended  loops  of  bowel  be  pres- 
ent. It  must  be  remembered  that  “hemorrhage 
from  the  left  ovary  may  produce  signs  and 
symptoms  in  the  left  lower  abdomen”  (Mc- 
Sweeney9). Furthermore,  as  has  been  empha- 
sized by  Kirschner,7  correct  incisions  should  be 
so  placed  as  to  pay  heed  to  the  lines  of  skin  ten- 
sion. A careful  look  at  the  illustrations  in  this 
text  will  show  that  the  incision  of  Battle  and 
other  right  rectus  incisions  disregard  the  lines 
of  skin  cleavage  or  tension  which  are  the  same 
in  all  individuals  and  can  be  recognized  by  the 
direction  of  folds  of  skin  and  the  lie  of  the 
hairs.  It  will  be  seen  that  the  midline  subum- 
bilical  incision  is  placed  where  the  skin  tension 
lines  converge  after  coming  inward,  downward 
and  forward  from  the  flanks;  it  also  allows  equal 
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exposure  of  both  adnexa  and  adequate  access  to 
the  appendix. 

Diagnosis  of  mild  hemorrhage  from  the  ovary 
offers  many  stumbling  blocks.  Summarizing 
this  matter,  Pratt  12  and  others  have  emphasized 
that  disturbance  of  the  follicular  apparatus 
Burney’s  point,  while  in  appendicitis  it  is  usually 
greater  at  the  mentioned  point.  Bimanual  palpa- 
usually  produces  maximal  tenderness  below  Mc- 
tion  and  manipulation  of  the  ovary  will  often 
give  the  clue.  In  any  woman  of  the  active  re- 
productive age  having  onset  of  pain  in  the  lower 
abdomen  during  the  middle  or  latter  half  of  the 
interval  between  menses,  associated  with  tender- 
ness over  the  ovary,  slight  elevation  of  tempera- 
ture, and  mild  leucocytosis  (even  though  there 
be  loss  of  appetite,  nausea  and  occasional  vomit- 
ing), the  diagnosis  of  peritoneal  irritation  due 
to  fluid  from  a ruptured  follicle  or  corpus  lu- 
teum  should  be  strongly  suspected.  Cutaneous 
hyperalgesia  is  an  unreliable  aid.  Cope 2 has 
shown  several  types  that  may  be  found  in  cases 
of  acute  and  subacute  appendicitis,  and  MacKen- 
zie  8 says  “beyond  an  indefinite  patch  of  hype- 
ralgesia of  the  skin  in  the  region  of  the  groin, 
extending  sometimes  for  a variable  distance 
down  the  thigh,  I have  not  been  able  to  make 
out  much  that  is  reliable  in  regard  to  the  hy- 
peralgesia area  of  ovarian  disease.  It  is  in  these 
cases  we  often  find  such  widespread  areas  that 
it  is  doubtful  how  much  is  due  to  the  actual 
ovarian  lesion.”  Finally  when  the  abdomen  is 
opened  in  case  of  doubt,  in  the  intermenstruum, 
and  a slightly  injected  appendix  is  seen,  the  sur- 
hemorrhage  or  a corpus  hemorrhagicum.  An 
geon  should  continue  with  inspection  of  both 
adnexa  especially  looking  for  graafian  follicle 
appendix  may  appear  slightly  injected  when 
bathed  in  bloody  fluid  which  has  originated  from 
ovarian  bleeding. 

In  case  it  has  been  found  advisable  to  explore 
the  pelvic  organs  through  an  abdominal  incision, 
active  bleeding  from  a corpus  hemorrhagicum 
or  graafian  follicle  should  be  controlled  by  mat- 
tress sutures  of  absorbable  material,  preferably 
fine  plain  catgut.  Should  the  bleeding  area  be 
large  or  should  the  trouble  be  due  to  a corpus 
hemorrhagicum  cyst,  the  offending  area  should 
be  resected  and  closure  effected  by  similar  suture 
material.  There  is  seldom,  if  ever,  justification 
for  the  sacrifice  of  an  entire  ovary  under  these 
circumstances. 
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Summary  and  Conclusions 

1.  Anyone  concerned  with  the  diagnosis  of 
lower  abdominal  pain  in  a woman  of  child- 
bearing  age  should  familiarize  himself  with 
the  signs  and  symptoms  of  ovulation. 

2.  Such  a patient  should  not  be  subjected  to 
surgery  until  a careful  gynecological  history 
has  been  obtained  and  the  pelvic  organs  care-, 
fully  examined  vaginally,  or  rectally  when 
this  is  impossible.  Collateral  evidence  of 
ovulation  should  also  be  looked  for. 

3.  Approximately  73%  of  disturbances  of  the 
ovarian  follicles  occurs  between  the  ages  of 
15  and  25. 

4.  Where  exploration  of  pelvic  organs  is  in- 
dicated, the  midline  incision  is  preferred. 

5.  If  these  precautions  are  conscientiously  ob- 
served, and  repeated  clinical  and  laboratory 
examinations  are  carried  out  when  the  emer- 
gency is  not  acute,  many  unnecessary  opera- 
tions may  be  avoided. 

6.  When  operation  seems  necessary,  extreme 
conservatism  with  preservation  of  all  normal 
ovarian  tissue  should  be  the  rule. 
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EDITORIALS 


MENTAL  HEALTH  CLINIC 

The  Territory  of  Hawaii  has  in  the  past  been 
distinctly  backward  in  the  application  of  modern 
methods  of  treatment  to  mental  disease.  Until 
the  visit  of  Dr.  Franklin  G.  Ebaugh,  in  1937, 
we  had  almost  no  governmental  facilities  for  the 
institution  and  supervision  of  psychiatric  treat- 
ment. 

The  responsibility  for  this  is  not  to  be  placed 
at  anyone’s  door,  except  perhaps  that  of  the 
Legislature,  which  failed  to  provide  funds  for 
an  adequate  medical  staff  at  the  Territorial  Hos- 
pital. This  staff  was  of  necessity  so  small  and 
so  overloaded  with  administrative  details  that  it 
had  time  for  little  more  than  the  absolutely 
necessary  routine  care  of  the  patients. 

In  1938,  when  Dr.  Ebaugh  toured  the  various 
islands  as  a demonstration  of  what  might  be 
done  by  a mental  hygiene  bureau,  the  usual  offi- 
cial expression  for  the  care  of  the  insane  on  the 
outside  islands  was  simply  “held  in  jail.”  In 
spite  of  the  previous  mandate  of  the  legislature 
that  each  county  provide  a place  other  than  the 
jail  for  safeguarding  the  insane,  this  had  not 
been  done  anywhere  except  in  Honolulu.  There 
were  several  able  physicians  who  were  interested 
in  psychiatry  and  competent  to  practice  it ; but 
in  general  they  had  no  place  to  work.  Further- 
more, as  is  usually  the  case,  a relatively  large 
proportion  of  the  patients  were  unable  to  pay  for 
psychiatric  or  other  medical  care. 

The  Mental  Health  Clinic,  a bureau  of  the 
Board  of  Health,  was  finally  established  after  a 
great  deal  of  effort  on  the  part  of  the  medical 
profession  and  lay  groups  to  urge  upon  the  legis- 
lators the  need  for  such  a program.  The  Hono- 


lulu Chamber  of  Commerce  gave  liberally  of 
its  Public  Health  Committee  funds  for  the  in- 
stitution of  the  new  bureau,  and  for  operating  it 
during  the  first  year  of  its  existence. 

Parallel  with  this  program  there  has  been  a 
striking  improvement  in  the  facilities  for  the 
treatment  of  mental  disease  at  the  Territorial 
thusiastic  and  able,  and  is  achieving  real  suc- 
cess. Certainly  this  progress  has  been  due  in 
Hospital,  at  Kaneohe.  The  institution  is  now 
presumably  adequately  staffed ; the  staff  is  en- 
some  measure  to  the  stimulating  effect  of  the 
activities  of  the  Mental  Health  Bureau  of  the 
Board  of  Health. 

The  objection  has  frequently  been  raised,  that 
the  Board  of  Health  should  confine  its  activities 
to  the  prevention  of  disease,  and  not  undertake 
actual  treatment ; and,  of  course,  the  soundness 
of  this  principle  cannot  be  denied.  Its  applica- 
tion to  the  present  activities  of  the  Mental  Health 
Clinic,  however,  in  criticism  of  the  propriety  of 
those  activities,  would  appear  to  be  quite  im- 
proper. One  of  the  primary  purposes  in  the  for- 
mation of  the  Clinic  was  that  of  prevention  of 
mental  disorders.  The  idea  was  to  provide  an 
institution  to  which  persons  who  feared  they 
were  developing  mental  disease  might  be  sent 
for  the  prevention  of  development  of  actual  psy- 
choses. Now,  most  laymen  regard  hospitals  for 
the  treatment  of  the  insane  with  aversion.  It 
is  all  very  well  for  us  to  refer  to  the  Territorial 
Hospital  as  a place  for  the  care  of  the  sick  in 
mind,  and  to  think  of  it  in  that  way;  but  to  the 
man  in  the  street  it  is  the  “pupule*  house.”  Any 
patient  in  an  emotional  crisis,  beginning  to  fear 


* pupule:  Hawaiian  for  insane,  “crazy.” 
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that  he  may  be  losing  his  mind,  who  is  told 
that  he  will  be  sent  to  the  Territorial  Hospital 
for  observation  must  feel  in  many  instances  that 
he  is  insane  already  or  he  would  not  be  sent 
there.  Certainly  the  problem  of  preventing  in- 
cjpient  psychoses  would  be  rendered  many  times 
more  difficult  by  this  natural  and  inevitable 
emotional  reaction. 

Moreover,  it  cannot  be  denied  that — unjust  as 
it  is — a certain  stigma  attaches  to  one  who  has 
been  confined  in  a hospital  for  the  insane.  This 
stigma  exists  in  the  mind  of  the  patient  as  well 
as  in  the  minds  of  his  family,  friends,  and  ac- 
quaintances. At  times  this  may  be  sufficiently 
important  to  make  the  difference  between  recov- 
ery from  an  emotional  upset  and  the  develop- 
ment of  an  actual  psychosis.  The  existence  of 
such  an  institution  as  the  Mental  Health  Clinic 
makes  it  possible  to  avoid  subjecting  many  pa- 
tients to  this  additional  handicap. 

No  one  will  claim,  then,  that  it  is  sensible  to 
treat  mental  illness  for  long  periods  of  time  in 
general  hospitals,  or  that  it  is  proper  for  the 
Board  of  Health  to  engage  on  any  scale  in  the 
treatment  of  the  insane.  But  it  is  clear  that  there 
exists  a very  real  need  for  an  institution  apart 
from  the  Territorial  Hospital,  for  the  study  and 
classification  and  observation  of  mental  dis- 
order not  yet  known  to  be  psychoses.  And  it 
would  appear  that  the  enormous  value  of  such 
an  institution  in  preventing  the  development  of 
psychoses  amply  justifies  the  Board  of  Health 
in  continuing  to  maintain— and  when  and  if  pos- 
sible to  expand — the  present  Mental  Health 
Clinic  at  The  Queen’s  Hospital. 

It  would  be  a great  mistake  to  suppose  that 
the  Mental  Health  Clinic  and  the  Territorial 
Hospital  are,  or  might  become,  competitors. 
The  excellence  of  the  work  being  done  in  both 
institutions  is  well  known,  and  is  about  to  be 
enhanced  considerably  by  the  projected  con- 
struction of  a new  centralized  unit  at  the  latter 
institution  for  the  management  of  many  of  the 
more  acute  psychoses.  There  is  no  question  but 


that  each  institution  is  doing  a necessary  job, 
and  doing  it  well ; they  complement  one  another; 
there  is  ample  room  and  ample  need  for  the 
continued  existence  and  growth  of  both  of  them, 
to  the  ultimate  end  of  a satisfactory  program  for 
the  management  of  mental  disease  in  the  Terri- 
tory of  Hawaii. 

H.  L.  Arnold,  Sr.,  m.d. 


MEDICAL  PRACTICE  ACT’ 

Against  our  hopes  that  the  Special  Session  of 
the  Legislature  would  not  concern  itself  with  any 
matters  of  medical  implication,  Senator  Trask 
saw  fit  to  open  up  the  Medical  Practice  Act. 
According  to  Senator  Trask  the  purpose  of  S.B. 
27,  which  passed  rapidly  through  both  Houses 
and  became  law  (Act  40),  is  to  permit  a physi- 
cian who  was  in  1939  (the  date  the  Medical 
Practice  Act  was  revised)  attending  or  then  grad- 
uating from  other  than  a Class  A medical  school 
to  take  the  Territorial  medical  examination  up  to 
January  1,  1944.  “It  would  appear,"  says  Senator 
Trask,  “that  if  the  student  is  inadequately  trained 
he  would  not  be  able  to  pass  the  examination,  and 
that  the  passage  of  S.B.  27,  as  presented  by  me, 
would  in  no  manner  tend  to  make  possible  the 
licensure  of  inadequately  trained  doctors,  but  only 
correct  the  present  injustice  of  the  law." 

This  loophole  was  provided  obviously  to  apply 
to  a single  applicant,  and  in  spite  of  protest  on 
the  part  of  your  Legislation  Committee  to  Senator 
Trask  and  other  members  of  the  Legislature,  as 
well  as  to  the  Governor’s  office,  this  bill  became 
law. 

We  believe  this  is  a distinct  step  away  from 
high  standards  of  medical  practice  in  the  Territory 
of  Hawaii  and  places  an  unnecessary  hardship 
and  responsibility  on  the  Board  of  Medical  Exam- 
iners when  it  had  already  been  provided  that  only 
applicants  with  the  minimum  standards  prescribed 
by  the  American  Medical  Association  would  be 
permitted  to  take  the  examinations. 
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PROGRESS  IN  INTERNAL  MEDICINE 


MILD  PNEUMONIA 

Interest  in  pneumonia  has  been  awakened 
everywhere  by  the  introduction  of  drugs  of  the 
sulfonamide  series.  Most  of  the  papers  which 
have  appeared  in  recent  months  have  dealt  with 
the  treatment  of  pneumococcus  pneumonia  with 
these  compounds.  All  writers  stress  the  necessity 
of  examination  of  sputum  to  determine  the  causal 
bacteriological  agent,  careful  selection  of  the  most 
effective  drug,  and  then  administration  of  this 
compound  in  full  therapeutic  doses.  This  is  rela- 
tively simple  in  a case  of  typical  pneumococcus 
pneumonia.  There  remains,  however,  a group  of 
cases  of  atypical,  or  mild  pneumonia,  in  which 
the  diagnosis  is  frequently  difficult  to  establish ; 
the  etiological  agent  is  difficult  or  impossible  to 
demonstrate ; and  one  is  in  doubt  about  the  course 
of  the  disease,  and  its  treatment. 

One  of  the  first  papers  concerning  mild  pneu- 
monia came  from  Hawaii.  In  1935  Major  Albert 
Bowen  presented  the  findings  in  a group  of  cases 
studied  roentgenologically  at  the  Tripler  Hospital; 
he  called  the  disease  “Acute  Influenza  Pneu- 
monitis." (Bowen,  Albert:  Acute  Influenza 

Pheumonitis,  Am.  J.  Roentgenology,  34:168 
(August)  1935.)  This  disease  has  been  found 
to  occur  in  mild  epidemics  in  a number  of  main- 
land communities.  Certain  investigators  have 
classified  the  disease  as  a virus  pneumonia  (Rei- 
mann,  Herbert  A. : An  Acute  Infection  of  the 
Respiratory  Tract  with  Atypical  Pneumonia; 
J.A.M.A.  111:2337  (Dec.  24,  1938).  Recently 
R.  E.  Dyer  and  his  associates  at  the  National 
Institutf  of  Health  have  recovered  a new  organ- 
ism from  cases  of  mild  pneumonia  occurring  in 
epidemic  form.  This  is  a filter-passing  rickettsia 
which  is  very  similar  to,  if  not  identical  with,  the 
organ  sm  which  causes  the  so-called  “Q”  disease 
amo  g abattoir  workers  and  dairy-hands  in  Aus- 


tralia, (An  Institutional  Outbreak  of  Pneumon- 
itis: I - Epidemiological  and  Clinical  Studies  by 
J.  W.  Hornibrook  and  K.  R.  Nelson.  II  - Iso- 
lation and  Identification  of  Causative  Agent,  R. 
E.  Dyer,  N.  H.  Topping,  and  I.  A.  Bengston, 
Public  Health  Reports,  55:1936  (October  25, 
1940) 

Further  clinical  and  experimental  work  may 
aid  us  in  the  proper  etiological  classification  of 
cases  of  mild  pneumonia.  Up  to  the  present,  how- 
ever, the  etiological  agent  cannot  be  said  to  have 
been  established.  Until  it  has,  the  application  to 
these  cases  of  new  terms  (such  as  “pneumo- 
nitis’’) will  not  further  clarify  the  situation. 

This  was  well  brought  out  in  a recent  article 
by  Chas.  E.  Lyght  and  L.  R.  Cole,  (Pneumonia 
as  it  May  Affect  Young  Adults : Ann.  Int.  Med. 
14:2246  (June  1941).  They  describe  the  clinical 
aspects  of  pneumonia  as  it  affects  college  stu- 
dents observed  at  the  University  of  Wisconsin 
Health  Service.  This  paper  is  based  on  a careful 
study  of  300  consecutive  cases  observed  between 
the  years  1931  and  1939.  The  disease  was  pre- 
dominantly a mild  pneumonia,  having  rather 
gradual  onset  and  relatively  low  fever  (between 
100-103°),  and  fall  of  temperature  by  lysis  in 
from  six  to  eight  days.  General  toxemic  symp- 
toms frequently  dominated  the  clinical  picture  at 
first.  Cough  was  practically  always  present  at 
some  time  during  the  course  of  the  disease,  but 
other  prominent  symptoms  recorded  were  general 
muscular  aching,  headache,  and  upper  respira- 
tory tract  complaints.  Only  half  of  the  cases 
showed  signs  of  consolidation,  and  diagnosis  was 
frequently  made  only  by  roentgenographic  study. 
Leukosytes  were  usually  between  8.5  and  10 
thousand  and  frequently  showed  a rise  to  17  or 
20  thousand  during  the  stage  of  resolution — 
without  the  occurence  of  complications. 
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The  etiology  was  not  established  in  a third  of 
the  cases.  Streptococci  predominated  in  the  ma- 
jority of  cases  where  significant  numbers  of  or- 
ganisms were  found.  Only  56  were  due  to  pneu- 
mococci, and  these  were  usually  of  higher  types. 
In  more  recent  cases,  where  drugs  of  the  sulfo- 
namide series  were  exhibited,  no  dramatic  re- 
coveries were  noted. 

The  authors  note  a low  mortality  (3.6%)  and 
attribute  it  to  high  general  health  level  in  the 
ages  and  social  stratum  concerned,  the  fairly  low 
average  virulence  of  the  infective  agents  en- 
countered, and  the  prompt  and  effective  diagnos- 
tic and  therapeutic  services  available.  They  cau- 
tion against  inadequate  consideration  of  these 
factors  in  the  evaluation  of  results  of  serothera- 
py, chemotherapy,  and  other  forms  of  treatment. 
They  conclude  that  it  is  unnecessary  to  label 
mild  pneumonia  as  atypical  pneumonia,  or  to 
coin  any  terminology  that  suggests  a process  not 
covered  the  thoroughly  adequate  term,  pneumo- 
nia. 


Objection  will  be  raised  by  some  to  the  substi- 
tution of  other  nomenclature  for  a group  of  cases 
rather  well  recognized  locally,  and  commonly  re- 
ferred to  as  cases  of  “pneumonitis”,  or  “virus 
pneumonia”.  Perhaps  the  term  pneumonitis 
should  be  applied  generally  to  all  cases  of  pneu- 
monia, but  accepted  Usage  dictates  otherwise. 
Until  the  specific  etiology  of  mild  pneumonia  is 
proven,  it  seems  to  the  reviewer  dangerous  to 
apply  a term  which  suggests  specificity.  A more 
general  term  encourages  one  to  search  more  dili- 
gently for  an  etiological  agent  in  a given  case. 
Such  a search  should  include  always  careful 
sputum  examination  f<_  - predominating  organ- 
ism, and  typing  where  pneumococci  are  found. 
Frequent  blood  cultures  are  indicated  and  per- 
haps guinea  pig  inoculation,  for  the  diagnosis  of 
the  rickettsial  disease  “Q  fever”.  Lung  puncture, 
following  the  suggestions  of  Dr.  Blankenhorn 
and  others,  may  be  the  final  solution  to  the  pro- 
blem of  the  etiological  classification  of  mild 
pneumonia. 

Stewart  E.  Doolittle,  m.d. 


SILVER  PICRATE’ 


(DUE  TO  NEISSERIA  GONORRHEAE) 


ei?i 


liver  Picrate, 
Wyeth,  has  a convincing  record  of 
effectiveness  as  a local  treatment  for 
acute  anterior  urethritis  caused  by 
Neisseria  gonorrheae.1  An  aqueous 
solution  (0.5  percent)  of  silver  pic- 
rate or  water-soluble  jelly  (0.5  per- 
cent) are  employed  in  the  treatment 


Acomplete  fechniqueof  treatment  and  literature  will  be  sent  upon  request 

m 

•Silver  Picrate  is  a definite  crystalline  compound  of  silver  and  picric  acid. 
It  is  available  in  the  form  of  crystals  and  soluble  trituration  for  the  prepara- 
tion of  solutions,  suppositories,  water-soluble  jelly,  and  powder  for  vaginal 
insufflation. 


1.  Knight,  F.,  and  Shelanski, 
H.  A.,  "Treatment  of  Acute  Ante- 
rior Urethritis  with  Silver  Picrate,” 
Am.  J.  Syph.,  Gon.  & Ven.  Dis., 
23,  201  (March),  1939- 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 


32 


Hawaii  Medical  Journal 


November,  1941 


RECENT  ADVANCES  IN  SURGERY 


THORACIC  SURGERY 

Twenty  five  years  ago  thoracic  operations 
were  abandoned  because  of  their  high  mortality. 
Graham’s  studies  of  surgical  physiology  of  the 
chest,  during  World  War  I,  made  intrathoracic 
lesions  accessible.  With  improvement  in  anes- 
thesia and  operative  technic  during  the  last  dec- 
ade, thoracic  operations  have  become  common- 
place. 

Carcinoma  of  the  Esophagus 

Prior  to  1934,  only  one  patient  with  carcinoma 
of  the  esophagus  survived  the  operation  by  more 
than  two  years.  Since  1938  twenty  patients  are 
living  after  resection  of  carcinoma  of  the  eso- 
phagus. This  achievement  is  important  when 
one  considers  the  frequency  of  occurrence  of 
this  tumor  in  men  over  twenty  years  of  age. 
The  usual  operative  technic  for  carcinoma  of 
the  lower  esophagus  is  by  way  of  a trans-pleural 
approach.  The  diaphragm  is  divided  and  the 
cardiac  end  of  -the  stomach  is  mobilized  along 
with  the  tumor-bearing  area  of  the  esophagus. 
This  area  is  resected  and  the  stomach  is  elevated 
into  the  pleural  cavity  and  anastomosed  to  the 
divided  esophagus.  This  procedure  has  also  been 
utilized  to  resect  tumors  of  the  cardiac  end  of 
the  stomach  that  have  previously  been  consider- 
ed inoperable.  In  carcinoma  of  the  upper  two 
thirds  of  the  esophagus  external  establishment 
of  digestive  continuity  is  necessary.  Resection 
with  internal  reconstruction  has  been  uniformly 
unsuccessful. 

Heart  and  Great  Vessels 

The  most  outstanding  recent  accomplishment 
in  surgery  of  the  heart  and  great  vessels  has  been 
the  successful  closure  of  a number  of  cases  of 
patent  ductus  arteriosus  by  Gross.  The  ductus 
arteriosus  usually  closes  during  the  first  year  of 
postnatal  life,  having  served  the  purpose  of  shunt- 
ing blood  from  the  pulmonary  artery  to  the  aorta. 
Failure  of  this  duct  to  close  carries  with  it  the 
likelihood  of  a superimposed  bacterial  endarteritis 
or  of  cardiac  decompensation  from  the  arterio- 
venous aneurysm. 

Gross  has  now  operated  upon  10  cases  with 
a satisfactory  result  in  8.  He  advises  operation 
only  in  selected  cases  usually  in  children  from  5 


to  6 years  up  to  adolescence.  He  warns  against 
the  hazards  of  the  operation,  which  must  be  bal- 
anced against  the  dangers  of  the  untreated  ab- 
normality. 

The  operative  approach  is  thru  the  left  an- 
terolateral chest  wall,  temporarily  collapsing  the 
left  lung  and  ligating  the  patent  ductus  with 
heavy  waxed  silk.  Because  the  duct  is  so  short 
he  does  not  recommend  division  between  ligatures. 
When  properly  used  in  patients  with  retarded 
mental  development  or  evidence  of  cardiac  em- 
barassment,  the  post  operative  results  have  been 
excellent. 

Cardiac  Wounds 

Another  attainment  of  modern  thoracic  surgery 
is  the  successful  suture  of  wounds  of  the  heart. 
Elkin  reported  38  patients  with  heart  wounds 
inflicted  by  knife  or  ice  pick.  Recovery  occurred 
in  22  patients  following  operative  procedures  de- 
signed to  suture  the  laceration.  He  stresses  early 
operation  as  imperative  in  relieving  the  cardiac 
tamponade  which  invariably  results  from  accumu- 
lation of  blood  in  the  pericardial  sac.  He  sum- 
marizes the  signs  and  symptoms  as  follows : 

1 —  There  is  usually  a history  of  freedom  from  symptoms 

for  several  minutes  after  the  wound  has  been  re- 
ceived, followed  by  rapid  collapse  and  unconcious- 
ness. 

2 —  Heart  sounds  are  weak,  as  is  the  pulse. 

3 —  The  arterial  pressure  is  lowered. 

4 —  The  venous  pressure  is  raised. 

5 —  Fluoroscopic  examination  shows  a quiet  heart. 

He  emphasizes  speed,  care,  and  preparation  of 
patient  with  morphine,  warmth,  and  blood  trans- 
fusions. Inhalation  anesthesia  was  found  to  be 
more  suitable  because  of  the  possibility  of  opening 
the  pleura  and  the  difficulty  encountered  in  keep- 
ing the  patient  quiet  after  release  of  the  tampon- 
ade. The  incision  usually  used  was  a transverse 
incision  in  the  region  of  the  5th  and  6th  left  inter- 
space. One  or  two  ribs  removed  with  adjacent 
costal  cartilages  allowed  extrapleural  approach  to 
the  heart  thru  which  successful  suture  could  be 
more  safely  carried  out. 

He  also  describes  a frequent  injury  to  the  heart 
in  which  a contused  wound  results  without  an 
actual  break.  This  type  of  injury  results  from  an 
individual's  being  suddenly  thrown  against  the 
steering  wheel  of  a car.  Persistence  of  symptoms 
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such  as  precordial  pain,  dyspnea,  tachycardia,  cy- 
anosis, irregularity  of  the  heart,  and  a peculiar 
“tick  tick”  quality  of  the  heart  sounds,  makes 
the  diagnosis  almost  certain.  Symptomatic  treat- 
ment is  advised  such  as  sedatives,  oxygen,  and 
confinement  to  bed  until  the  symptoms  have  sub- 
sided. The  eventual  outcome  and  medicolegal  dif- 
ficulties are  described. 

Intrathoracic  Tumors 

The  wave  of  enthusiasm  following  Graham’s 
first  successful  total  pneumonectomy  seven  years 
ago  has  somewhat  subsided.  Technically  the  oper- 
ation still  remains  a brilliant  achievement  in  the 
field  of  thoracic  surgery.  However  the  hospital 
mortality  rate  remains  high,  approximately  20  to 
35  per  cent,  depending  upon  whether  or  not  pre- 
operative infection  existed.  The  operative  survival 
is  of  minor  significance  compared  to  the  ultimate 
cure,  and  enough  time  has  now  elapsed  to  show 
that  surgical  arrest  does  not  necessarily  mean 
complete  eradication  of  the  disease.  More  time 
will  be  necessary  to  reveal  the  frequency  with 
which  the  surgeon  is  able  to  arrest  the  growth  of 
cancer  of  the  lung. 

Benign  tumors  of  the  mediastinum  offer  a much 
more  hopeful  prognosis.  In  general  the  large 
round  tumors  occupying  the  posterior  mediasti- 
num are  neurogenic  in  origin  and  those  found 
anteriorly  are  dermoid  cysts  and  teratomas.  Con- 
tinued use  of  X-ray  therapy  in  the  absence  of  a 
definite  diagnosis  cannot  be  condemned  too 
strongly. 

Intrathoracic  Goiter 

Lahey  brings  out  the  interesting  fact  that  most 
intrathoracic  goiters  originate  from  a single  ade- 
noma in  the  lower  pole  of  the  thyroid.  As  it  de- 
scends thru  the  superior  thoracic  aperture  and 
enlarges  in  diameter,  the  descent  is  facilitated  by 
the  outflaring  of  the  upper  portion  of  the  thoracic 
cage.  In  removing  the  intrathoracic  goiter  he 
stresses  the  importance  of  ligation  of  the  superior 
and  inferior  thyroid  arteries  in  the  neck  before  an 
attempt  is  made  at  removing  the  thoracic  portion 
of  the  mass.  The  size  of  the  intrathoracic  mass 
may  lie  then  decreased  by  inserting  a finger  into 
the  soft  central  portion,  twirling  it  about  until 
the  center  is  broken  down.  He  also  emphasizes 
the  use  of  a rigid  intratracheal  tube  for  anesthesia 
and  drainage  of  the  large  mediastinal  cavity  for 
a fairly  long  period  of  time. 

Pulmonary  Abscess 

A survey  of  the  extensive  literature  accumu- 


lated in  the  treatment  of  pulmonary  abscess  re- 
veals a very  high  mortality  rate.  Allen  and 
Blackman  reported  a fatality  of  34.2  per  cent, 
in  a group  of  2114  surgically  treated  cases.  The 
conception  that  a patient  should  be  treated  con- 
servatively for  at  least  six  to  sixteen  weeks  is 
predominant  among  leading  authorities  interest- 
ed in  this  disease.  Various  combinations  of 
therapeutic  procedures  are  used  during  this  re- 
gime: supportive  therapy,  drug  therapy,  postural 
drainage,  bronchoscopic  aspirations,  and  pneu- 
mothorax. 

Neuhof  and  hisi  associates  have  advocated 
early  drainage  for  some  time.  He  recently  re- 
ported 4 deaths  in  104  consecutive  cases,  with  a 
cure  in  a majority  of  the  survivors.  Overholt 
has  reported  a group  of  patients  treated  by  ex- 
ternal drainage  at  an  early  stage  of  the  disease. 
The  mortality  rate  was  6 per  cent  and  the  cure 
rate  was  94  per  cent.  A majority  of  these  opera- 
tions were  performed  in  a single  stage  because 
of  the  frequency  of  pleural  symphysis  overlying 
the  abscess.  A demonstration  of  this  early  for- 
mation of  pleural  symphysis  may  have  an  im- 
portant bearing  in  future  attempts  to  solve  this 
problem.  Overholt  also  stressed  the  importance 
of  accurate  localization  of  the  abscess,  with  reta- 
tion  to  the  surface  of  the  pulmonary  lobes  in 
which  it  is  situated.  This  preoperative  localiza- 
tion was  made  possible  by  the  roentgenographic 
demonstration  of  lipiodol  in  a 30  per  cent  sus- 
pension of  lamp  black,  injected  beneath  the  fas- 
cia of  the  external  intercostal  muscle.  This  ac- 
curate localization  was  responsible  for  the  safe 
approach  through  the  area  of  pleural  symphysis 
rather  than  through  the  danger  zone  of  pneu- 
monitis. A disturbance  of  this  surgical  danger 
zone  often  leads  to  a spreading  pneumonitis  or 
to  fatal  embolic  complications. 

Earlier  operations  may  prove  important  in 
preventing  intrathoracic  spread  of  the  infection 
because  of  inadequate  drainage.  Most  surgeons 
agree  that  conservative  treatment  of  pulmonary 
abscess  is  often  carried  far  beyond  the  point 
where  a spontaneous  cure  can  be  reasonably  ex- 
pected. However  one  should  not  become  too 
enthusiastic  over  early  operations,  as  20  per  cent 
of  all  cases  of  pulmonary  abscess  may  be  ex- 
pected to  heal  spontaneously.  Most  surgeons 
agree  that  the  six  weeks  period  should  elapse  be- 
fore operation  is  undertaken,  not  only  to  allow 
spontaneous  healing  if  possible  but  also  to  per- 
mit subsidence  of  concomitant  pneumonitis. 
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CLINICO-PATHOLOGIC  COMMENT 


BLOOD  GROUPS  AND  TYPES 

Tradition  has  it  that  a Pope  and  his  six  youth- 
ful donors  were  all  bumped  off  in  the  first  at- 
tempted transfusion  through  a goqse  quill;  the 
latter  were  probably  exsanguinated ; the  former 
probably  died  of  the  first  “transfusion  accident” 
or  his  fundamental  disease. 

Later  Landsteiner  discovered  three  different 
groups  of  human  blood,  and  later  Decastello  and 
Sturbi  added  a fourth.  Life  became  more  com- 
plicated, but  transfusion  accidents  rarer.  Moss  and 
Jansky  numbered  these  Groups  I,  II,  II,  IV 
but,  unhappily,  they  did  not  coincide,  so  that 
when  one  spoke  of  Group  I or  IV,  one  immediate- 
ly had  to  specify  if  it  were  Moss  or  Jansky. 

Subsequently,  the  International  Nomenclature 
came  into  common  usage  and  the  old-timers  had 
to  count  on  their  fingers  to  remember  that  Moss 
I,  II,  II,  and  IV  were  AB,  A,  B,  and  O.  But 
even  after  we  were  all  speaking  the  International 
language,  and  the  typing  and  cross-matching 
were  greatly  improved,  “transfusion  accidents,” 
“reactions,”  occasionally  occurred. 

Then  someone  discovered  that  A’s  were  not 
all  pure  A’s — there  were  Ai  and  A2,  closely  re- 
lated, but  different.  Heterologous  transfusions 
within  this  A group  did  not  cause  major  trans- 
fusion accidents,  but  they  accounted  for  some  of 
the  minor  ones — chills,  fever  and  the  like.  So 
then  we  had  to  classify  the  groups  as  Ai,  A2,  B, 
O,  AjB,  A2B.  These  sub-groups  were  found  to 
follow  the  mendelian  law  and  in  some  10  or  11 
states  have  been  recognized  legally  in  ruling  out 
paternity. 

Then  some  smart  scientists  discovered  that  there 
were  other  characteristics  of  the  blood,  also  in- 
herited according  to  Mendel,  but  having  no  bear- 
ing on  transfusions.  All  people  had  either  one  of 
these  new  characters  M or  N,  or  MN.  These  are 
referred  to  as  blood  types  rather  than  groups. 
This  discovery  had  great  forensic  value  and  the 
innocent  lover  had  a better  chance  of  disproving 
paternity. 

Then  some  more  smart  scientists — these  inde- 
fatigable workers  with  guinea  pigs  and  monkeys 


— found  that  if  they  immunized  a rabbit  with  the 
blood  of  Macacus  rhesus  monkeys,  and  tested 
humans  against  this  immunized  rabbit  serum,  all 
people  fell  into  “Rh  positive”  (85%)  or  “Rh 
negative”  (15%)  groups.  This  character  also 
followed  Mendel’s  inheritance  law,  and  became  an 
additional  factor  in  ruling  out  paternity  (the  in- 
nocent lover  was  by  now  becoming  more  and  more 
secure)  ; but  this  new  discovery  also  gave  a key 
to  many  abortions,  macerated  fetuses,  cases  of 
erythroblastosis  fetalis  and  icterus  neonatorum, 
and  the  50%  fatal  transfusion  reactions  in  the 
mothers  of  erythroblastosis  fetalis  infants. 

For  example,  the  mother  may  be  Rh  negative 
and  the  father  Rh  positive.  The  child  in  utero 
has  inherited  from  the  father  the  Rh  positive 
character.  The  Rh  character  within  the  red  cells 
of  the  foetus  diffuses  past  the  placenta,  into  the 
mother’s  circulation.  Against  this  antigen,  she 
builds  up  antibodies — agglutinins  and  hemolysins 
— in  an  ever-rising  titre.  These  antibodies  then 
diffuse  past  the  placenta  into  the  fetal  circula- 
tion, there  to  destroy  red  cells  and  to  produce 
erythroblastosis.  Should  the  mother  need  one  or 
more  transfusions,  it  is  obvious  that  she  must  not 
receive  blood  of  the  same  Rh  group  as  her  husband 
or  baby  (in  this  case,  Rh  positive),  lest  the  donor’s 
cells  be  agglutinated  or  hemolyzed  within  her 
blood  stream,  causing  oliguria  or  anuria. 

It  is  also  obvious  that  should  the  baby  need 
one  or  more  transfusions,  the  blood  must  not 
come  from  the  mother,  but  from  the  father  or 
one  of  a similar  Rh  group,  in  this  case  Rh  posi- 
tive. 

This  new  intelligence  about  the  Rh  factor,  at 
the  moment,  aids  us  in  3 ways:  (1)  the  mother 
of  an  erythroblastosis  infant,  in  need  of  blood, 
had  better,  pending  a determination  of  her  Rh 
status,  received  very  large  quantities  of  plasma, 
until  her  plasma  proteins  are  normal,  and  oxygen 
and  iron,  rather  than  a whole  blood  transfusion 
from  a donor  who  might  not  be  of  her  Rh  type ; 
(2)  the  infant  must  be  transfused  with  all  factors 
considered ; the  mother’s  blood  is  not  to  be  used ; 
the  father’s  is  to  be  preferred;  (3)  paternity  can 
now  be  ruled  out  with  greater  frequency. 
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Essays  on  this  subject  are  being  published  in 
increasing  numbers.  A most  enlightening  and 
simple  one,  with  illustrative  case  reports,  is  pre- 
sented by  Lyman  Burnham  in  the  Am.  J.  Ob.  & 
Gyn.,  September  1941.  He  says,  very  practically, 
that  almost  all,  if  not  all,  untoward  reactions  in 
these  mothers  can  be  prevented  by  a modified 
cross-matching  technique  devised  by  Levine 
(Am.  J.  Ob.  & Gyn.,  July,  1941).  This  consists  of 
the  incubation  of  the  mixture  of  the  donor’s  cells 
and  the  recipient’s  serum  at  37  degrees  (in  con- 
tradistinction to  room  temperature)  for  thirty 
minutes.  The  tube  is  then  centrifugalized  at 
about  500  rpm.  for  one  minute  and  the  contents 
read  as  in  the  usual  Landsteiner  method. 

TYPHUS 

Speaking  of  rats — and  everybody  is  — reminds 
us  that  they  are  moving  into  our  homes  again, 
and  endemic  typhus  is  on  the  increase ; in  fact, 
last  month  we  broke  all  previous  records.  A per- 
sistent headache,  that  aspirin  will  not  cure,  must 
be  suspected  as  typhus.  It  is  a waste  of  time  and 
money  to  request  a Well-Felix  reaction  (aggluti- 
nation of  Proteus  X 19)  on  or  before  the  5th 
day  of  illness.  Request  it  on  the  7th  and  repeat 
on  the  9th,  for  rising  titre. 

Lilly  now  puts  out  a clever  and  useful  bedside 
diagnostic  set.  It  consists  of  some  capillary  tubes 
of  Proteus  X 19  suspended  in  a citrate-formalin 
solution  colored  with  methylene  blue.  In  the 
package  are  also  a small  rubber  bulb  (as  with 
small  pox  virus)  and  some  glazed  cards  with  pic- 
tures of  a negative,  weakly  positive,  and  strongly 
positive  reaction.  On  this  card  is  deposited  the 
contents  of  a capillary  tube,  one  drop;  then  from 
a puncture,  blood  is  drawn  into  the  capillary 
tube  to  a distance  not  over  )4  inch  and  deposited 
next  to  the  antigen ; they  are  mixed  and  spread 
out  on  the  card  like  the  model  picture.  Tilt  and 
roll  the  card  for  a minute  or  more,  until  it  dries ; 
read  the  reaction,  and  you  have  a permanent 
record.  It  really  works,  we  have  tried  it.  One 
package  of  5 tests  costs  90  cents. 

During  September,  1941,  there  were  15  cases 
of  typhus  reported  in  the  Territory  and  of  these, 
14  came  from  Oahu.  Either  (1)  there  is  very 
little  typhus  on  the  outlying  islands,  (2)  the  phy- 
sicians are  failing  to  diagnose  it,  (3)  the  disease 
is  so  mild  that  the  patients  do  not  see  the  doctor, 
or  (4)  the  doctors  are  failing  to  report  it.  This 
little  test  package  should  be  a great  help  to  them. 
Of  course,  it  does  not  give  accurate  titration 


values  as  the  serial  tube  Weil-Felix  does,  but  it 
should  be  a great  diagnostic  aid. 

Ida  A.  Bengston  (Public  Health  Reports, 
March  28,  1941  and  August  29,  1941)  has  de- 
veloped a complement  fixation  test  for  endemic 
typhus  that  seems  to  run  parllel  to  the  Weil- 
Felix  but,  unlike  the  latter,  it  remains  positive 
many  years  after  the  infection.  It  would  be  very 
useful  in  clearing  up  old,  doubtful  cases  or  in 
making  a survey  of  our  local  situation.  Whether 
X-19  titer  or  the  complement  fixation  titer  in  an 
old,  recovered  cose  of  typhus  goes  up  with  sub- 
sequent heterologous  infections — the  so-called 
“anamnestic  reaction” — is  still  an  open  question. 

PLAGUE 

Bubonic  plague,  the  Black  Death  or,  if  you  pre- 
fer the  less  alarming  term,  Sylvatic  plague,  is 
marching  eastward  from  California  toward  the 
Atlantic.  This  year,  in  its  cyclic  fashion,  epizootic 
sylvatic  plague  is  killing  countless  rodents,  ground 
squirrels  and  the  like.  Something  queer  has  been 
going  on  in  our  own  rats,  of  which  we  have  so 
many  in  Hawaii.  Some  time  ago  there  was  a sud- 
den and  very  sharp  rise  in  the  number  of  plague- 
positive rats  found  on  Hawaii.  Apparently  our 
rats  did  not  like  it  any  more  than  we  did,  and 
moved  out;  I am  informed  that  the  S.S.  Manukai 
took  up  to  the  Coast,  on  her  last  trip,  82  rats, 
while  her  usual  complement  is  less  than  10.  The 
mouse  one  smells  may  be  a rat,  or  many  of  them. 
It  may  pay  us,  everywhere  in  Hawaii — not  only 
in  Makawao  and  on  the  Hamakua  Coast — to  look 
on  every  swollen  lymph  node  as  potentially  plague. 

Should  the  need  arise  to  investigate  accurately 
a case  or  a rat  under  suspicion,  it  might  be  well 
to  follow  the  technique  used  by  Dr.  N.  E.  Wayson, 
in  charge  of  the  Federal  Plague  Investigation 
Laboratory  in  San  Francisco.  The  material  (as- 
piration biopsy  of  a bubo  or  emulsion  of  rat 
spleen)  is  smeared  on  slides  and  also  injected  sub- 
cutaneously into  a guinea  pig  or  rubbed  into  a 
scarified  area  of  the  skin.  (Every  plantation  hospi- 
tal should  have  on  hand  at  least  a few  guinea  pigs. 
Some  enterprising  youngster  of  the  plantation 
could  be  subsidized  to  raise  them.  As  a side  line, 
he  might  raise  rabbits  for  Friedman  tests;  it  is 
profitable,  for  an  idle  curiosity  or  a guilty  con- 
science frequently  will  pay  $15  00  for  an  “inside 
tip”. 

Infected  guinea  pig  spleen  is  streaked  on  hlooa  agar 
plate  (preferably  guinea  pig  blood,  rabbit  substitute). 
(5%  blood,  2%  agar  in  pH  7.6  infusion  broth.  1 Colonies 
therefrom  to  slants  of  the  same  agar. 
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Stain  original  slides  and  colonies  with  methylene  blue, 
Gram’s  stain,  Lavbourn’s  etc.  and  particularly  with  Way- 
son's  stain  (J.  Inf.  Dis.,  39:  (November)  1926).  (Fuch- 
sin  0.200,  methylene  blue  0.750,  phenol  10  cc.,  water  200 
cc.,  absolute  alcohol  20  cc.  Dissolve  dyes  in  alcohol,  mix 
phenol  in  water,  then  mix  and  filter.  Bipolar  stains  poor 
m cultures  but  required  in  tissues.) 

From  slants,  cultures  are  carried  to  differential  media. 

a.  Broth,  infusion,  pH  7.6  - stalactites  or  flaky  sus- 
pension with  tendency  to  precipitate  and  leave  clear 
supernatant. 

b.  Salt  blood  agar  (3%  NaCl)  slower  and  thinner 
growth  with  involution  forms  in  48  hours. 

c.  Glucose  broth  (Bacto)  acid,  no  gas,  24  hours  and 

d.  Lactose  Broth  (Bacto)  no  acid,  no  gas,  in  5 days 

to  7.  ,, 

e.  Litmus  milk  (Bacto)  very  slight  acidity  but  usually 
remains  neutral  after  5 days  to  a week. 

f.  Glucose  phosphate  medium  (see  TTopley  and  Wil- 
son, page  259)  methyl  red  reaction,  plague  nega- 
tive, yellow  color. 

g.  Broth  - methylene  blue  reduction  (see  Topley  and 
Wilson,  page  260)  works  at  30°. 

If  you  must  forward  a bubo  or  a rat  spleen  to 
a central  laboratory,  drop  it  into  some  mineral 
oil,  U.S.P.  Heavy.  Send  rat  fleas  in  2%  saline  or 
in  mineral  oil. 

ENTERIC  DISEASE 

There  have  been  from  time  to  time  during  the 
past  several  years  -small  epidemics  of  enteric  di- 
sease in  Honolulu,  characterized  by  nausea,  rarely 
vomiting,  discomfort  or  pain  in  the  opu  * and 
many  watery  stools,  some  times  with  mucus, 
rarely  with  blood.  These  have  been  investigated 
in  rather  a casual  fashion;  no  organisms  from 
stools  have  been  incriminated ; a possible  virus 
has  been  blamed ; water  analyses  yielded  no 
clues,  so  vegetables  were  under  suspicion. 

On  Friday,  October  3,  1941,  the  Honolulu 
County  Medical  Society  met  at  the  Territorial 
Hospital  and  was  served  a dinner  which  included 
Samoan  crab,  ripe  and  green  olives,  radishes, 
chicken  - and  beer.  On  Saturday  and  Sunday 
following,  26  of  the  guests  had  varying  degrees 
of  nausea,  vomiting,  prostration,  pain,  and  diar- 
rhea. Even  as  the  shoemaker’s  children  never 
have  any  shoes,  so  only  two  of  these  scientific 
sons  of  Aesculapius  submitted  stools  for  exami- 
nation (the  results  at  this  writing  are  incon- 
of  the  use  of  sulfaguanidine,  with  dramatic  suc- 
cess. 

A new  medium  for  investigating  such  enteric 
diseases  made  its  appearance  some  time  ago 
(Leifson,  J.  Path.  & Bact.,  40:581,  1935  and 
Paulson,  May  1937  of  Am.  J.  Med.  Sci.)  but 
only  more  recently  does  this  medium  seems  to 
have  come  into  popularity.  It  is  the  so-called 
Desoxycholate-Citrate  Agar,  now  made  in  pow- 
dered form  by  the  Baltimore  Biological  Labora- 


tory, 432  North  Calvert  St.,  Baltimore,  Md.  It 
seems  quite  superior  to  Endo,  Eosin-methylene 
blue  medium,  Purple  lacose,  etc.,  for  isolation 
of  the  enteric  group  (suppressing  B.  coli),  parti- 
cularly for  the  dysentery  bacillus  (not  Shiga) 
but  also  for  the  alkalescens,  Sonne  and  Flexner 
subgroups  of  dysentery  bacillus,  as  well  as  for 
typhoid,  para  A and  para  B.  It  is  best  used  in 
combination  with  the  same  medium  without  the 
citrate.  Russel  double  sugar  and  diagnostic  ag- 
glutinating sera,  in  proper  dilution,  must  also  be 
used.  These  media  are  a bit  expensive  (the  form- 
er $2.75  per  )4  lb.,  the  latter  $1.75  per  )4  lb- — 
of  the  former  73  grams  makes  a liter  of  finished 
medium,  of  the  latter  46  grams  makes  a liter), 
but  in  spite  of  the  price,  since  the  powder  keeps 
well,  it  should  be  on  the  shelf  of  every  planta- 
tion hospital  laboratory.  It  takes  only  a few 
minutes  to  make  plates  since  autoclaving  is  not 
necessary. 

Hardy  et  al  (Public  Health  Reports,  Feb.  24, 
1939)  reports  on  its  use  in  the  study  of  acute 
summer  diarrheal  diseases  in  some  of  the  New 
Mexican  Indian  Reservations ; he  found  it  very 
useful  and  superior  to  the  usual  media. 

It  is  quite  probable  that  use  of  these  media 
would  throw  some  light  on  our  small  local  epi- 
demics or  sporadic  cases  of  enteritis  and  might 
be  of  great  assistance  in  pediatrics,  particularly 
during  Kona  t weather. 

*opn:  Hawaiian  for  abdomen,  belly. 

fKona:  district  in  south  Hawaii;  hence,  southerly,  used 
to  designate  the  warm,  humid  weather  experienced  when 
to  prevailing  northeast  trades  give  way  to  light  breezes 
from  the  south  or  west. 

BREWER’S  MEDIUM 

John  H.  Brewer  (J.A.M.A.,  Aug.  24,  1940) 
developed  the  so-called  Thioglycollate  Medium, 
made  in  powdered  form  by  the  Baltimore  Biolo- 
gical Laboratory,  selling  for  $2.75  per  lb. 
It  is  a clear  liquid  medium  for  culturing  in  one 
tube  not  only  aerobes  but  also  microaerophiles 
and  anaerobes.  It  contains  a little  methylene 
blue  as  an  indicator  of  anaerobiasis  and  the 
persistence  of  anaerobic  conditions  in  the  lower 
half  of  the  tube  is  most  surprising.  It  is  an 
ideal  medium  for  culturing  biologicals — catgut, 
sera,  plasma — for  it  nullifies  the  effect  of  mer- 
thiolate  and  phenol  in  the  concentration  usually 
used.  Tubes,  or,  better,  “vaccine  stoppered" 
bottles  of  this  medium  should  be  in  every  operat- 
ing room,  for  the  unexpected  situation  that  may 
demand  bacteriological  investigation. 

E.  A.  Fennel,  M.D. 
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Jeffcoate,1  in  a paper  on  estrogenic 
hormone  therapy,  states  that  80  per- 
cent of  women  experience  menopau- 
sal symptoms  varying  from  the  well- 
recognized  vasomotor  disturbances 
to  those  of  vaguer  character  such  as 
headaches,  emotional  instability,  de- 
pression, anxiety  and  muscle  pains. 
In  a large  percentage  of  cases  these 
symptoms  can  be  eliminated  by  ade- 
quate estrogenic  therapy. 

During  the  more  than  10  years  in 
which  Amniotin  has  been  available 
to  the  medical  profession  its  clinical 
effectiveness  in  controlling  meno- 
pausal symptoms  has  been  abun- 


dantly demonstrated.  It  differs  from 
estrogenic  substances  containing  or 
derived  from  a single  crystalline 
factor  in  that  it  contains,  in  highly 
purified  form,  estrogenic  substances 
naturally  present  in  pregnant  mare’s 
urine.  Its  estrogenic  activity  is  ex- 
pressed in  terms  of  the  equivalent 
of  international  units  of  estrone. 

Amniotin  is  available  in  Capsules 
containing  the  equivalent  of  1000, 
2000  and  4000  I.  U.  of  estrone;  in 
Pessaries  containing  1000  and  2000 
I.  U.  and  in  I-cc.  ampuls  containing 
2000,  5000,  10,000  and  20,000  I.U. 

1 Jeffcoate,  T.  N.  A.:  Brit.  Med.  J.  2:671  (Sept 

30)  1939. 


For  literature  address  the  Professional  Service  Department, 
E . R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York,  N.  Y. 


Amniotin 
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LEPROSY  IN  HAWAII  II 


HISTORY 


The  origin  of  leprosy  in  Hawaii  is  not  definitely 
known.  According  to  Mouritz  1 there  is  no  word  in 
the  Hawaiian  language  for  leprosy,  and  the  phrase 
mai  Poke  or  “Chinese  sickness”  given  to  leprosy 
suggested  a connection  between  the  Chinese  and 
the  disease.  In  1848  Hillebrand  2 described  leprosy 
in  Chinese  immigrants  in  Hawaii.  Wayson  3 states 
that  prior  to  that,  in  1798,  thirty  or  more  Chinese 
immigrants  settled  on  the  islands  of  Hawaii  and 
Maui,  and  it  is  thought  that  they  might  have  in- 
troduced the  disease,  since  they  came  from  south- 
ern China,  where  it  was  endemic.  At  about  this 
same  period,  however,  many  Hawaiians  had  taken 
trips  to  China  and  the  Orient,  and  they  might 
have  contracted  the  disease  there  and  returned  to 
propagate  it  in  the  islands.  Though  mai  Pake 
seems  to  have  taken  hold  as  the  Hawaiian  name 
for  leprosy  it  should  not  be  implied  that  the 
Orient  was  the  only  likely  source  of  the  disease. 
Mouritz  1 records  that  Hawaii  was  most  probably 
infected  from  several  sources,  as  leprosy  may  have 
been  carried  by  many  of  the  mixed  races  that 
made  up  the  crews  of  the  whaling  ships  visit- 
ing these  islands.  Members  of  such  crews  came 
from  the  Azores,  the  Cape  Verde  Islands,  the  east 
and  west  coasts  of  Africa,  India,  West  Indies  and 
Malaya;  in  almost  all  of  these  countries  endemic 
leprosy  exists. 

Though  the  exact  time  and  manner  in  which 
leprosy  made  its  appearance  in  the  Hawaiian  Is- 
lands can  never  be  definitely  settled,  the  fact 
remains  that  by  1864  the  disease  had  reached 
epidemic  proportions  and  definite  steps  to  check 
its  spread  were  taken. 

As  mentioned  in  a previous  article,  on  January 
3,  1865,  the  law  to  prevent  the  spread  of  leprosy  4 
was  enacted  by  the  Legislature  of  the  Kingdom 
of  Hawaii.  It  became  mandatory  that  all  persons 
afflicted  with  leprosy  be  segregated  at  public  ex- 
pense. Kalihi  Hospital  was  erected  for  this  pur- 
pose in  1865,  and,  during  this  same  year,  land 
at  Kalaupapa,  Molokai,  was  purchased  for  a leper 
settlement.  The  first  leprous  patients  were  sent 
to  Kalaupapa  on  January  6,  1866. 


Due  to  lack  of  preparation  and  lack  of  housing 
facilities  at  the  settlement,  the  arrival  of  the  pa- 
tients at  Kalaupapa  was  as  unhappy  as  was  their 
departure  from  Honolulu.  The  many  hardships 
they  experienced  after  being  separated  from  tbeir 
loved  ones  must  have  been  difficult  to  endure.  It 
produced  a fear  and  dread  of  segregation  for  other 
lepers  who  were  about  to  be  apprehended,  so  that 
the  early  years  of  enforcement  of  the  segregation 
law  were  not  without  tragedy.  In  1890  a leper  shot 
and  killed  a deputy  sheriff  in  Kona,  Hawaii,  when 
the  latter  attempted  to  capture  him.1  Armed  re- 
sistance to  apprehension  took  place  on  the  island 
of  Kauai  in  the  Kalalau  valley  when  the  leper 
Koolau  shot  and  killed  a deputy  sheriff  in  1893. 
Further  attempts  at  his  capture  resulted  in  the 
shooting  of  a squad  of  three  soldiers  who  were 
sent  from  Honolulu.  Failing-  in  their  mission  the 
squad  was  ordered  back  to  Honolulu.  Koolau  was 
never  captured,  and  died  five  years  later  in  iso- 
lation in  Kalalau  valley.  In  1897  Dr.  Jared  Smith 
was  shot  and  killed  in  his  home  in  Koloa,  Kauai.1 
The  alleged  cause  of  the  shooting  was  to  prevent 
him  from  signing  aMeportation  order  for  a girl 
who  was  to  be  sent  to  Honolulu  as  a leper. 

In  spite  of  the  difficulties  encountered  in  inau- 
gurating the  segregation  law,  it  was  destined  to 
prove  successful  and  has  been  in  force  now  for 
seventy-six  years.  It  is  believed  that  the  segre- 
gation of  active,  infectious  cases  has  been  respon- 
sible for  the  reduction  of  an  admission  rate  of 
300  to  400  cases  5 annually  to  32  new  cases  (i  in 
the  fiscal  year  just  passed. 
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PHARMACEUTICAL  PRODUCTS 
SURGICAL ■ SUPPLIES 


Alba  Pharmaceutical  Co. 
Pharmaceutical  Specialties 


GANDION’S  SACRO  ILIAC  SUPPORT 


for  men  or  women 


Rudolph  Beaver,  Inc. 

Beaver  & De  Bakey  Blades 

Chicago  Pharmacol  Co. 

Ampuls- Pharmaceuticals 

Cutter  Laboratories 
Dextrose  Solutions  ( Safti flasks ) 
Saftivalve  Transfusion  Sets 
Safticlamps 

Human  Plasma  & Serum 
Typing  Serum 

E.  K.  Demmel  Co. 

"STAR”  Cruricast  (Unna  Paste), 
and  Plaster  Paris  Bandages 
"STAR"  Liquid  Adhesive 

Gandion's 

Abdominal  Supports 
Sacro  llliac  Belts 


Made  of  medium  weight  duck,  lined  for  comfort. 
Washable  and  easily  adjusted.  Sizes  30  to  42  in 
stock. 


THE  BEAVER  SURGICAL  KNIFE 


Galen  Company,  Inc. 

Vitamins-Galen  "B" 

Industrial  & Scientific  Instrument  Co. 
Surgical  Instruments 

C.  E.  Jamieson  & Co. 

Bulk  Pharmaceuticals-Vitamines 

Lakeside  Laboratories 
Ampuls-Endocrine  Products 

Arthur  E.  Look,  Inc. 

Sutures 

Nicholas  Mandula 
Surgical  Instruments 

Matthay  Hospital  Supply  Co. 
Hospital  Equipment  & Gowns 
Surgical  Instruments  & Supplies 
Electrosurgical  Appliances 

Perfektum  Products 
Hypodermic  Syringes 
Thermometers 

Vita  Needle  Co. 

Hypodermic  Needles 

Winthrop  Chemical  Co. 
Pharmaceutical  Specialties 


with  replaceable  blade 


1.  All  blades  fit  all  hand- 
les. 

2.  A strong,  stiff  blade, 
without  a weakening 
hole.  NOT  a wafer 
blade. 


3.  It  will  not  weave 
on  incision  nor  break. 

4.  The  cutting  edge  is 
more  durable,  keener  and 
more  uniform. 


5.  Costs  no  more  than 
others. 


Approved  by  American  College 
of  Surgeons 
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PLANTATION  NEWS 


THE  PLANTATION  HEALTH  PLAN 

The  suggested  Plantation  Health  Co- 
operative Plan  published  in  the  September 
issue  was  referred  to  the  Councillor  for  each 
island  for  discussion  with  his  county  society, 
with  the  request  that  reports  he  sent  hack 
for  the  guidance  of  the  Territorial  Association. 

The  principal  features  of  the  plan  were  passed 
along  for  consideration,  namely : 

1.  The  proposed  plan  is  modeled  along  the  lines  of  the 
Hawaii  Medical  Service  plan  operating  in  Hono- 
lulu, in  that  it  offers  medical  services  to  employed 
groups  upon  the  payment  of  a specified  monthly 
premium  and  the  doctor  is  paid  on  a fee-for-service 
basis.  The  monthly  premiums  are  substantially  the 
same  as  those  in  the  HMSA  plan  but  payments  to 
the  doctor  are  very  much  below  the  fee  schedule 
under  which  the  doctors  on  Oahu  are  operating 
with  Ihe  HMSA. 

2.  Under  the  proposed  plan  the  Industrial  Fee  Sched- 
ule (Workmen’s-  Compensation  fees),  less  30%, 
will  apply  for  all  patients  regardless  of  income. 
In  the  HMSA  plan  the  Industrial  Fee  Schedule 
applies  for  the  income  group  of  $100-150;  20% 
is  added  to  this  base  for  those  in  the  income  group 
of  $150-250  and  another  20%  for  those  earning 
$250-350.  (The  discount  of  33-14%  taken  from  all 
bills  last  year — and  reduced  to  20%  for  this  year — 
has  all  been  preserved  in  the  Physicians’  Reserve 
Fund  and  will  be  distributed  at  the  end  of  the  year 
to  the  individual  doctors,  so  that  in  effect  the  doc- 
tors under  the  HMSA  plan  receive  100%  of  the 
fee  schedule.)  Under  the  suggested  plan  the  plant- 
ation doctor  will  receive : 

30%  less  than  HMSA  for  patients  earning  $100-150 
40%  ” 150-250 

50%  ” 250-350 

3.  Even  if  the  plantation  physician  is  willing  to  accept 

such  a large  differential  in  fees,  the  doctor  in  pri- 
vate practice  to  whom  the  plantation  employee  may 
elect  to  go  (since  free  choice  of  physician  is  per- 
mitted) may  not  find  such  a fee  acceptable.  The 
plan  provides  that  if  a plantation  employee  prefers 
to  go  to  another  hospital  or  retain  a doctor  or 
specialist  other  than  the  plantation  doctor,  the  plan 
will  pay  such  doctor  only  the  industrial  fee  sched- 
ule less  30%,  the  balance  to  be  borne  by  the  patient. 
Experience  taught  us,  under  the  early  set-up  of  the 
HMSA  plan,  that  nothing  but  confusion  and  many 
times  bitterness  results  from  the  doctor's  attempting 
to  collect  from  the  patient  the  difference  between 
what  the  plan  pays  and  what  he  bills  the  patient. 
So  that  while  it  allows  free  choice  of  physician, 
it  does  so  by  penalizing  the  patient.  One  major 
operation  and  prolonged  hospital  stay  for  which 
the  patient  pays  one-third  to  one-half,  would  not 
be  a very  favorable  demonstration  of  the  value  of 
monthly  budgeting  against  illness. 


4.  The  reorganized  HMSA  plan  as  operated  in  the 
last  year  and  a half  has  shown  a handsome  surplus 
which  will,  after  June  1942,  be  reflected  either  in 
a reduction  of  premiums,  greater  benefits  to  the 
patients,  or  increased  fees  to  the  doctor.  Under 
the  HSPA  proposed  plan,  charging  substantially 
the  same  premiums  and  paying  from  30%  to  50% 
less  to  the  doctor,  the  surpluses  to  be  accumulated 
can  be  expected  to  be  a very  substantial  item  in 
the  control  of  the  plantation  company. 


Comments  from  the  various  county  societies  and 
individuals  follow: 

Hawaii : 

“At  a special  meeting  of  the  Hawaii  County  Medical 
Society  held  October  21  st  the  proposed  plantation  health 
plan  was  discussed  and  the  Hawaii  Society  went  on 
record  as  being  opposed  to  the  plan  as  presented ; that 
the  Society  would  be  opposed  to  any  such  plan  re- 
gardless of  its  nature  unless  it  first  received  the  sanc- 
tion of  the  entire  Territorial  Medical  Association  and 
not  any  particular  group  such  as  plantation  physicians 
or  physicians  in  private  practice.” 

Edmund  Tompkins,  M.D.,  Secretary. 


The  special  meeting  referred  to  above  had  a 
large  and  representative  attendance  of  planta- 
tion physicians  and  others.  It  was  felt  that  the 
matter  was  one  concerning  all  practicing  physi- 
cians and  not  only  those  doing  plantation  work. 
If  similar  expressions  of  interest  came  from 
other  County  Societies,  it  was  felt  that  it  would 
be  the  duty  of  the  Territorial  organization  to 
take  an  active  interest. 


“We  are  certainly  not  for  the  plan  as  presented  but  at 
the  same  time  are  in  favor  of  the  major  principle  of  a 
plan.  The  Association  of  Hawaii  County  Plantation 
Physicians  will  meet  to  discuss  the  proposal.” 


‘‘In  a group  of  six  plantation  physicians,  strangely 
enough  only  one  knew  anything  about  the  plan  except 
by  hearsay.  Several  objected  principally  to  the  provi- 
sion of  the  plan  which  permits  the  use  of  plantation 
hospitals  by  doctors  from  outside  the  plantation.  There 
was  serious  objection  to  the  inclusion  of  the  high  in- 
come group  in  the  plan,  namely  those  earning  above 
$200.  a month.  The  differential  in  hospital  prices  was 
considered  unfair.” 


“The  Association  of  Hawaii  County  Plantation  Phy- 
sicians has  discussed  the  plan  in  general  though  it  has 
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not  officially  been  asked  to  make  any  comment.  If 
such  a plan  or  a modified  plan  is  to  be  presented  they 
would  be  glad  to  discuss  it  as  a group  and  offer  com- 
ments and  suggestions  to  the  Hawaii  Planters’  Associa- 
tion (this  is  not  the  H.S.P.A.).  They  have  agreed  that 
they  would  like  us  to  do  this.  We  understand  that  sev- 
eral plantation  managers  recently  met  in  Honolulu  and 
discussed  the  plan  along  with  comments  and  objections 
from  their  physicians  and  that  a new  plan  is  being 
formulated  which  it  is  hoped  will  meet  the  objections. 
It  seems  to  me  that  further  comment  now  should  be 
confined  to  generalizations  about  the  old  plan  and  we 
should  wait  for  the  new  plan." 


“I  can  only  speak  for  myself  but  feel  that  the  proper 
plan,  arrived  at  after  thorough  study  by  all  parties  in 
any  way  involved,  would  work  to  the  advantage  of 
everyone  concerned.  In  my  talks  with  several  other 
physicians  on  this  Island  I believe  this  is  the  con- 
sensus. Most  of  them  have  not  even  copies  of  the 
present  plan  that  is  being  discussed  and  those  that  have 
studied  it  or  had  it  explained  to  them  have  objected  to 
some  sections  of  it.” 


KAUAI: 

“I  am  happy  to  advise  that  the  Plantation  Physicians 
on  Kauai  have  gone  into  the  subject  of  the  Plantation 
Health  Cooperative  Plan  rather  extensively.  The  sub- 
ject has  not  been  taken  up  with  the  Society  as  a whole 
so  far,  because  there  has  not  been  anything  definite  to 
take  up.  It  has  so  far  been  more  or  less  of  a suggested 
plan  which  was  originated  by  Dr.  Larsen  and  sug- 
gested to  the  Plantation  Managers.  It  is  my  under- 
standing that  Dr.  Larsen  is  working  in  cooperation 
with  the  health  committee  of  the  HSPA  and  also  with 
Mr.  Bowman  of  the  HMSA. 

“It  is  the  hope  of  everyone  concerned  that  a plan  can 
be  devised  whereby  each  one  will  be  satisfied.  Our 
Plantation  Physicians  have  asked  Dr.  Larsen  if  he  could 
come  to  Kauai  and  discuss  the  proposed  plan  before  our 
Plantation  Physicians. 

“I  am  rather  inclined  to  believe  that  this  proposed  plan 
which  the  Councillors  evidently  discussed  at  the  meet- 
ing was  the  first  draft  of  the  plan  and  since  that  time 
it  has  been  changed  considerably.  I feel  that  at  the 
present  time  the  plans  which  Dr.  Larsen  and  Mr.  Bow- 
man are  working  on  will  be  entirely  satisfactory  to 
everyone  concerned. 

“I  am  sorry  I did  not  receive  your  letter  before  today 
since  we  have  already  had  our  October  meeting  of  the 
Kauai  County  Medical  Society  and  I do  not  feel  we 
have  sufficient  material  to  go  on  to  call  a special  meet- 
ing. However,  I hope  in  due  time  we  will  have  some- 
thing definite  and  by  our  November  meeting  we  will 
be  able  to  discuss  this  question  intelligently.  I will  be 
glad  to  send  you  the  results  of  our  meeting.” 

Sam  Wallis,  M.D.,  Councillor  for  Kauai 


At  a meeting  of  the  recently  organized  Planta- 
tion Physicians  of  Kauai  the  proposed  plan 
was  discussed  and  several  definite  points  were 
developed,  as  follows: 

“That  there  was  definitely  a need  of  some  type  of 
plantation  health  service  plan  for  those  employees  on 
sugar  plantations  making  more  than  $100.  per  month. 


“That  the  Plantation  Physicians  felt  that  two  fee 
schedules  for  the  Island  were  not  desirable  if  at  all 
possible  to  avoid. 

“Since  the  HMSA  is  well  established  and  is  practical, 
it  or  some  plan  similar  to  it  should  be  adopted. 

“And  since  it  is  expected  that  some  definite  steps  will 
be  taken  at  the  meeting  of  the  managers  of  the  H.S.P.A. 
in  December  it  is  hoped  that  before  that  time  a plan 
may  be  formulated  which  is  wholly  in  accord  with  the 
medical  profession  as  a whole  in  Hawaii.” 


MAUI: 

Nothing  official  has  been  heard  from  the  County 
of  Maui ; apparently  the  plan  has  not  yet  been 
discussed  by  the  County  Society.  Unofficially  we 
hear,  however,  that  the  Plantation  Physicians 
had  already  had  a meeting  on  the  subject.  They 
had  unanimously  disapproved  of  the  plan  and 
had  so  notified  their  managers,  so  that  so  far  as 
Maui  is  concerned  the  plan  is  probably  out  un- 
less— as  will  surely  not  occur — it  is  forced  upon 
the  profession  by  the  plantation  managers. 


HONOLULU: 

The  plan  has  so  far  not  been  brought  up  for 
discussion  at  a general  meeting  of  the  Honolulu 
County  Society.  Following  the  meeting  of  the 
Territorial  Council  the  matter  was  taken  up  with 
the  Hawaii  Medical  Service  Association  and  a 
special  committee  of  that  organization  appointed 
to  discuss  the  matter  with  the  Health  Committee 
of  the  H.S.P.A. 

Progress  has  been  made  to  the  point  where  a 
new  plan  (probably  the  one  referred  to  in  the 
Kauai  and  Hawaii  reports  above),  drawn  up  by 
Mr.  Bowman,  is  being  favorably  considered. 
This  plan  incorporates  the  fundamental  princi- 
ples of  the  HMSA  plan  and  the  fee  schedule  al- 
ready in  effect  under  the  HMSA  plan.  At  pres- 
ent writing  the  Chairman  of  the  H.S.P.A.  health 
committee  has  offered  to  send  a copy  of  the  re- 
vised plan  to  all  plantation  physicians  and  a 
meeting  of  these  physicians  is  expected  to  be 
called  either  before  the  December  meeting  of  the 
plantation  managers,  or  following  it. 

A meeting  of  plantation  physicians  with  the 
Committee  on  Forms  of  Medical  Practice  and 
the  Board  of  Governors  of  the  Honolulu  County 
Medical  Society  was  called  for  late  in  October 
for  a thorough  discussion  of  the  new  proposal, 
and  the  membership  will  have  an  opportunity 
for  its  consideration  at  the  November  7th  meet- 
ing. 
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WHAT 
HAPPENS 
WHEN 
SMOKERS 
INHALE ? 

( and  all  smokers  do — some  of  the  time ) 


When  smokers  inhale,  naturally  exposure  to  irritation  increases. 
In  recognized  laboratory  test*,  the  irritant  quality  of  the  smoke  of  the  four 
other  leading  brands  averaged  more  than  three  times  that  of  the  strikingly 
contrasted  Philip  Morris. 

Further — the  irritant  effect  of  such  cigarettes  was  observed  to 
last  more  than  5 times  as  long*. 

The  more  smokers  inhale,  the  more  important  for  them  to 
change  to  Philip  Morris. 


PHILIP 

MORRIS 

PHILIP  MORRIS  & COMPANY,  LTD.,  INC., 
119  FIFTH  AVENUE,  NEW  YORK 


*Facts  from:  Proc.  Soc.  Exp.  Biol.  & Med.,  1934,  32,241 
N.  Y.  Slate  Jour.  Med.,  Vol.  35,  No.  11,390  Arch. 
Otolaryngology,  Mar.  1936.  Vol.  23,  No.  3,306 


qA  Qift  from  zMarcelle 


This  Streamlined  “Airguide” 


Good  Will  Ambassador  Extraordinary!  Smart  appearing,  well 
informed  (about  any  kind  of  weather),  always  helpful  in  a 
doctor’s  office.  YOURS  FOR  THE  ASKING  . . . without  a 

single  obligation. 

Upper  hand  registers  temperature  from  20  to  120.  Lower 
hand  shows  humidity  from  0 to  100.  Convex  crystal  with 
bright  chrome  bezel,  set  in  a frame  of  jet  black.  Firm 
standard.  314  inches  high. 

We  shall  be  pleased  a-plenty  to  have  a Marcelle  "Airguide” 
— our  Good  Will  Ambassador — assume  a permanent  position 
in  your  office.  Will  you  accept  it?  Just  address  a brief  note  to 
us  on  your  prescription  blank: 


hypo-ailergenic  Cosmetics,  1741  N.  Western  Ave.,  Chicago,  III. 
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MEDICAL  PREPAREDNESS 


Recognition  for  tasks  voluntarily  and  gladly 
done  is  always  appreciated,  and.  it  is  therefore 
fitting  that  Resolution  14,  passed  by  the  House 
of  Representatives  of  the  Territory  of  Hawaii  on 
September  24,  be  made  public  at  this  time. 

RESOLUTION 

WHEREAS,  due  to  the  National  Emergency 
now  existing  and  the  uncertainties  which  confront 
our  Nation,  generally,  and  the  Islands  comprising 
the  Territory  of  Hawaii,  in  particular,  it  is  de- 
sirable that  all  persons  be  prepared  for  any  event- 
uality; and 

WHEREAS,  the  Preparedness  Committee  of  the 
Honolulu  County  Medical  Society,  recognizing  this 
has  organized  and  trained  throughout  the  City  of 
Honolulu  many  units  for  rendering  first  aid  in 
case  of  disaster ; and 

WHEREAS,  the  Waialae  Unit,  this  morning 
gave  to  the  Members  of  the  House  a demonstration 
of  their  excellent  training  and  capability  for  render- 
ing first  aid ; now,  therefore,  be  it 

RESOLVED  by  the  House  of  Representatives 
of  the  Twenty-First  Legislature  of  the  Territory 
of  Hawaii,  in  Special  Session  assembled,  that  it 
take  this  means  of  expressing  its  appreciation  of 
the  successful  efforts  of  the  Preparedness  Commit- 
tee of  the  Honolulu  County  Medical  Society  in 
training  so  many  first  aid  units,  and  of  the  great 
efficiency  demonstrated  by  the  Waialae  Unit ; and 
be  it  further 

RESOLVED  that  these  resolutions  be  spread 
on  the  Journal  of  this  House  and  that  duly  authen- 
ticated copies  thereof  be  forwarded  to  the  Hono- 
lulu County  Medical  Society  and  to  said  Waialae 
Unit. 


Since  the  report  on  Medical  Preparedness  pub- 
lished in  the  first  number  of  the  Journal, 
several  interesting  developments  have  occurred. 
One  was  the  decision  of  the  Major  Disaster  Coun- 
cil to  appoint  Dr.  H.  L.  Arnold  as  a member  of 
the  Executive  Committee  of  the  Council  in  charge 
of  first  aid  units  and  ambulance  service.  He  se- 
lected, as  his  advisory  committee,  the  Prepared- 
ness Committee  elected  by  the  Honolulu  County 
Medical  Society,  and,  as  his  executive  officer,  Dr. 
Robert  Faus,  now  a Major  in  the  Medical  Corps 
of  the  Army.  The  Disaster  Council  at  the  same 
time  decided  that  the  program  for  hospital  ex- 
pansion and  possible  evacuation  should  be  turned 
over  to  Dr.  Thomas  Mossman.  The  hygiene  and 
sanitation  program,  including  inoculation  and 
other  preventive  measures,  is  in  the  hands  of  Dr. 
M.  F.  Haralson  of  the  Board  of  Health. 


Since  the  last  writing  also  the  Legislature  has 
passed,  and  the  Governor  has  signed,  the  M-day 
bill  making  available  ample  funds  for  carrying  out 
all  of  these  projects.  The  Governor  has  not  yet 
set  up  his  Disaster  Council  nor  have  Territorial 
funds  been  apportioned  to  the  counties.  It  is  ex- 
pected that  the  Governor  will  appoint  a committee 
of  advisors,  one  of  whom  will  be  the  territorial  co- 
ordinator. Neither  the  size  of  this  committee  nor 
its  personnel  have  been  decided  upon  as  yet.  This 
body  will  have  charge  of  policies  in  general  and 
the  allocation  of  funds  to  the  counties  for  defense 
purposes.  It  seems  that  the  details  of  preparedness 
on  each  island  will  be  handled  by  the  county  co- 
ordinator and  his  advisors. 

The  Japanese  Medical  Society  has  listed  with 
us  some  570  English-speaking  Japanese  to  be 
trained  in  first  aid  and  used  as  additional  man- 
power in  the  units.  The  Japanese  Medical  So- 
ciety is  giving  similar  training  to  a large  number 
of  non-English-speaking  Japanese.  The  problem 
of  fnding  instructors  to  teach  first  aid  courses  to 
this  large  number  of  people  has  become  rather 
acute  and  it  is  intended  that  funds  be  asked  for  to 
employ  a few  full-time  teachers  so  that  courses 
may  be  given  during  the  day  as  well  as  in  the 
evening,  thus  enabling  the  doctors  who  have  been 
instructing  to  devote  their  energies  to  the  manage- 
ment and  training  of  their  units.  Dr.  Faus  is  at 
present  teaching  a large  class  of  people  who  will 
be  available  as  instructors  on  a voluntary  basis. 

Considerable  equipment  for  aid  stations  pur- 
chased by  the  City  and  County  of  Honolulu  has 
been  turned  over  to  the  Preparedness  Committee 
and  will  be  issued  to  the  units. 


Report  of  the  Emergency  Medical  and  Ambu- 
lance Service  of  the  Mayor’s  Disaster  Council 
(October  10,  1941) 

The  Emergency  Medical  and  Ambulance  Service  came 
into  being  at  a regular  meeting  of  the  Honolulu  County 
Medical  Society  in  February  1941.  A Preparedness  Com- 
mittee was  duly  elected  and  proceeded  to  recruit,  organ- 
ize and  train  volunteers  for  medical  service  in  the  field 
and  the  transportation  of  sick  and  injured  to  hospitals. 
Regular  meetings  have  been  held  and  an  orderly  pro- 
cedure of  training  in  accordance  with  plans  and  weekly 
schedules  as  outlined  and  directed  from  Headquarters  has 
been  followed,  so  that  at  the  present  time  there  are  20 
units,  (17  of  which  have  received  an  initial  issue  of 
equipment)  training  twice  each  week  at  the  following 
points  : 
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Demonstration  Unit 

Kaloaloa 

Kalihi-Kai 

Farrington 

Palama 

Kawananakoa 

Manoa 

Punahou 

Lunalilo 

Kaahumanu 


Pohukaina 

Kuhio 

St.  Patricks 

Liholiho 

Waialae 

Thomas  Jefferson 

Outrigger 

Wahiawa 

Kailua 

Kaneohe 


UNIT  TRAINING  - The  trained  cadre  in  each  unit 
has  had  eighty-two  hours  of  instruction,  which  approxi- 
mates 30%  of  total  personnel  required  as  of  the  first  of 
August,  and  an  additional  30%  recruited  and  assigned  to 
units  as  of  October  1st,  are  now  in  classes  receiving  as 
above.  The  balance  is  to  be  recruited,  enlisted,  and 
trained  as  soon  as  the  volunteers  will  report  for  assign- 
ment. The  personnel  of  each  unit  when  completed  will 
consist  of : 


2 doctors 
2 dentists 
8 nurses 
8 surgical  aids 
8 medical  aid  men 
1 supply  clerk 
6 stenographers 


9 utility  men 
64  litter  bearers 
2 dieticians 
2 motorcyclists 
2 messengers 
6 ambulance  drivers 


AMBULANCE  SERVICE  - Two  hundred  and  twenty 
(220)  trucks  have  been  volunteered  by  merchants  for 
use  as  ambulances,  ranging  from  )4  ton  to  1)4  ton. 
(Frames  must  be  manufactured  and  installed  to  utilize 
them  as  ambulances.) 

Ambulance  Stations  are  located  at : 

(3  ambulances  at  each  unit) 


A change  in  the  spelling  of  the  name  “Petrolagar”  to 
“Petrogalar”  has  been  announced  by  the  Petrolagar  Labo- 
ratories. The  change  is  being  made  in  both  the  product 
name  and  corporate  name. 

Company  officials,  while  pointing  out  that  the  adoption 
of  the  new  spelling  does  not  affect  the  formula  or  quality 
of  the  product  in  any  way,  said  that  they  considered  the 
change  advisable  to  avoid  any  possible  misconception  as 
to  the  nature  of  the  product. 

“Because  it  has  never  been  the  intention  of  the  com- 
pany to  imply  that  agar-agar  was  used  for  any  other 
purpose  than  as  an  emulsifying  agent,  the  last  syllable  of 
the  former  name  has  been  altered  in  favor  of  the  new 
spelling”,  officials  said. 

Officials  emphasized  that  no  change  has  been  made  in 
the  size  of  the  package,  price,  or  formulae  and  that  each 
of  the  five  different  types  of  the  product  will  carry  the 
new  spelling  "Petrogalar.” 


A PRESEIUIflG  FIVE  COUnCIL-flCCEPTED  PRODUCTS... 

SANDOZ 

GYNERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

D I G I L A N I D* 

Chemically  pure  glycosides  from  digitalis  lanata.  It  is  stable,  constant  and  well 
tolerated. 

SANDOPTAL* 

A safe  and  effective  hypnotic.  Well  tolerated  even  by  the  aged. 

Literature  and  samples  on  request. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y.  San  Francisco,  Calif. 

* Trade  Marks  Reg.  U.  S.  Pat.  Off. 
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H.  G.  FISHER  & COMPANY 

CHICAGO 


Manufactures  . . . 

X-RAY  APPARATUS 
DIATHERMIES 
THERAPEUTIC  LAMPS 


FISHER  has  an  X-Ray  Unit 
for  Every  Purpose — 

Med  ical  and  Dental 


DISTRIBUTED  IN  HAWAII 
BY 

HOSPITAL  PURVEYORS,  LTD. 

HONOLULU 


THESE  MIES,  THESE  MRS , . . 


Parke,  Davis  & Company 

PIONEERS  IN  RESEARCH 
ON  MEDICINAL  PRODUCTS 
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COUNTY  SOCIETY  REPORTS 


KAUAI  COUNTY  MEDICAL  SOCIETY: 

The  meeting  of  the  Kauai  County  Medical  So- 
ciety was  held  at  the  Wilcox  Memorial  Hospital  at 
7:30  P.  M.  September  10,  1941. 

Members  present : Drs.  Chang  Y.  P.,  Ecklund, 
Liu,  Umaki,  Hark,  Brennecke,  Amlin,  Wade, 
Wallis,  Boyden  and  Kawaoka. 

Guests:  Dr.  Beck,  Dr.  Chisholm,  Cockett  & To- 
ny. Miss  Ames  of  the  National  Youth  Administra- 
tion discussed  a project  they  hope  to  start  soon, 
namely  a Hospital  Attendance  Course  in  nursing. 
50  single,  unemployed  girls,  age  17-24,  to  take  a 6 
to  9 months’  course,  at  $21.00  a month;  4 hrs. 
actual  hospital  floor  duty  together  with  study 
courses ; probably  25  at  Waimea  Hospital  and 
25  at  Wilcox.  Qualified  local  nurse  to  instruct 
at  $150  a month.  Each  girl  to  have  physical 
examination,  including  X-Ray  and  BWR.  Phy- 
sical examinations  to  be  paid  for  at  the  rate  of 
$18.00  for  8 hrs.  work.  Total  of  $300  so  far  ap- 
propriated for  these  examinations.  Examiners 
appointed : Dr.  Kawaoka  at  Lihue  and  Dr.  Amlin 
at  Waimea. 

Since  our  last  regular  meeting,  several  months 
ago,  our  President  had  appointed  Dr.  Harl  as 
Medical  co-ordinator  in  line  with  other  prepara- 
tions being  made  on  Kauai  for  Emergency  Relief. 
Dr.  Harl  had  made  further  appointments  as  fol- 
lows : Dr.  Brennecke,  in  charge  of  Supplies ; Dr. 
Kuhns,  Intelligence,  Dr.  Wallis,  Plans  & training 
and  Dr.  Boyden,  Personnel.  This  group  has 
adopted  an  Island  organization  consisting  of  six 
emergency  Units : Waimea  District,  in  charge  of 
Dr.  Amlin ; Hanapepe,  Dr.  Betsui ; Koloa,  Dr. 
Waterhouse;  Lihue,  Dr.  Y.  P.  Chang;  Kapaa, 
Dr.  Umaki ; Kilauea,  Dr.  Harl.  Organization 
work  is  proceeding. 

The  appointments  made  by  the  President,  and 
the  plans  of  the  organization,  were  approved  by 
the  Society  by  unanimous  vote. 

A fee  schedule  to  apply  to  the  Selective  Service 
Rehabilitation  Program  was  discussed,  and  the 
Schedule  in  use  by  the  Hawaii  Medical  Service 
Association  was  adopted. 


A plan  to  establish  a Consulting  Staff  for 
Samuel  Mahelona  Memorial  Hospital  was  pre- 
sented by  Dr.  Harl  for  consideration.  As  out- 
lined, there  were  18  specialties  for  which  ap- 
pointments were  to  be  made.  A questionnaire 
will  be  mailed  to  each  Doctor  asking  the  follow- 
ing: 

1.  Indicate  whether  interested  in  beiim-  gjven 
an  appointment. 

2.  Signify  specialty  desired. 

3.  Make  critical  comments. 

It  was  suggested  that  the  Staff  meet  two  or  three 
times  each  year. 

Dr.  Brennecke  read  a paper  on  Sutures,  which 
included  their  characteristics  in  actual  use  and 
knot-tying.  It  was  asserted  that  the  knot  was 
the  weakest  point  in  any  suture. 

Webster  Boyden,  M.D.,  reporting 


MAUI  COUNTY  MEDICAL  SOCIETY: 

Minutes  of  meeting  October  14,  1941,  at  Bald- 
win High  School. 

Members  in  attendance  were  Drs.  Fleming,  K. 
Izumi,  Patterson,  Von  Asch,  McArthur,  Burden, 
K.  P.  Jones,  Cowan,  and  Anderson.  Guests  in- 
cluded Major  Cranston  and  Dr.  Douglas  Mur- 
ray. 

Correspondence  from  Lederle  Manufacturing- 
Company  concerning  their  generous  supply  of 
Sulfadiazine  was  discussed  and  each  member 
urged  to  report  their  results  on  the  use  of  this 
drug  on  the  clinical  forms  supplied  by  the  com- 
pany. 

Letters  received  from  Drs.  Compere  and  Mc- 
Khann  were  read  to  the  Society. 

The  following  motion  was  adopted : That  des- 
pite the  offer  of  Puunene  Hospital  to  accommo- 
date Maui  County’s  Index  Medicus  and  any 
journals  donated  by  Society  members,  it  would 
be  of  greater  convenience  that  these  volumes  be 
catalogued  at  the  Maui  Public  Library,  and  that 
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the  expense  of  maintaining  this  source  of  biblio- 
graphy be  financed  exclusively  by  the  medical 
society. 

The  Committee  on  Resolutions,  Drs.  R,  J. 
McArthur,  H.  Izumi,  and  E.  H.  Anderson,  sub- 
mitted a resolution  as  follows : 

Resolution 

WHEREAS:  The  Territorial  Medical  Association  has 
greatly  increased  dues  to  carry  out  increased  functions 
which  the  local  county  societies  could  not  well  undertake 
separately,  and 

WHEREAS : Geographical  separation  of  The  Maui 
County  Medical  Society  presents  problems  of  relation- 
ship, and 

WHEREAS : Representatives  from  The  County  Me- 
dical Society  to  Territorial  Meetings  cuuld  be  guided  by 
a statement  of  general  policy, 

BE  IT  THEREFORE  RESOLVED:  That  we  here- 
by adopt  the  following  general  policy  which  may  guide 
officers  and  committees  of  the  Territorial  Association  and 
enable  delegates  from  Maui  to  apply  them  to  specific 
situations  as  they  arise  in  committee ; viz, 

In  all  transactions  of  the  Territorial  Association  the 
Maui  County  Medical  Society  favors  equal  taxation  in 
lieu  of  which  it  receives  its  per  capita  share  of  benefits — 
any  expense  resulting  from  geographical  isolation  from 
Oahu  to  be  a responsibility  of  the  Territorial  Association. 

Discussion 

I.  Library:  Creation  of  a Medical  Library  is 

a commendable  project;  pooling  of  interest  in 
only  one  library  for  the  Territory  is  practical ; 
location  of  the  library  in  Honolulu  is  logical 
due  to  accessibility  to  the  majority.  Applica- 
tion of  our  policy  as  stated  in  the  resolution 
would  call  for  (1)  an  Index  Medicus  for 
Maui,  and  (2)  a service  in  Honolulu  which 
would  enable  members  of  Maui  Society  to 
borrow  by  mail  periodicals  and  books.  All 
such  expense  to  be  assumed  by  Territorial 
Medical  Association. 

II.  Territorial  Society  Meetings  in  Honolulu.  In 
all  meetings  of  Council,  Delegates,  and  Spe- 
cial Committees,  other  than  the  Annual  Meet- 
ings, wherein  a representative  from  Maui  at- 
tends in  Honolulu,  the  responsibility  of  fur- 
nishing transportation  belongs  to  theTerrito- 
rial  Association  and  not  the  County  Society 
as  it  is  at  present. 

III.  Mainland  speakers,  refresher  courses,  etc. 
Outside  Island  Societies  should  be  informed 
of  imported  speakers  and  instructors  and  have 
the  privilege  of  voting  as  to  whether  such 
men  be  sponsored  by  the  Territorial  Associa- 
tion or  by  the  Honolulu  County  Medical  So- 
ciety. When  such  responsibility  is  undertaken 


by  the  Territorial  Association  this  organiza- 
tion should  be  taxed  equally  with  Honolulu 
Society,  should  be  permitted  a percentage  of 
his  or  her  time  proportionate  to  the  number 
of  County  Society  members  in  the  Territorial 
Association,  and  that  expenses  of  transporta- 
tion to  Honolulu  and  to  the  outside  island  be 
a responsibility  of  the  Territorial  Association. 

The  resolution  was  discussed  by  individual 
clauses,  Tooted  upon  in  this  manner,  and  passed 
unanimously. 

Dr.  McArthur  presented  a problem  brought  up 
by  Lieut.  South,  Commanding  Officer,  VJ3,  Pu- 
unene,  Maui.  The  discussion  centered  about  me- 
dical attention  for  navy  enlisted  personnel  residing 
on  Maui  and  ways  and  means  whereby  this  per- 
sonnel and  dependents  could  be  self-sustaining  as 
regards  medical  and  hospitalization  fees.  After  dis- 
cussion by  members  of  the  Society,  a resolution 
was  adopted  and  a copy  of  this  complete  agree- 
ment by  the  Society  mailed  to  Lieut.  South.  A 
copy  of  this  letter  is  maintained  in  the  secretarial 
files. 

A suggestion  was  made  from  the  floor  that  all 
service  men  be  invited  by  the  Secretary  to  all 
meetings,  business  or  otherwise.  The  suggestion 
will  be  duly  acted  upon  by  inserting  the  names 
of  permanent  and  locum  tenens  officers  on  our 
mailing  list. 

All  future  meetings  will  be  held  at  Puunene 
Hospital  due  to  lack  of  coverage  by  telephone  at 
our  present  meeting  place. 

Emory  H.  Anderson,  M.D.,  reporting 


HAWAII  COUNTY  MEDICAL  SOCIETY: 

The  semi-annual  meeting  of  the  Hawaii  County 
Medical  Society  was  held  September  6,  1941  at 
Kona  Inn  with  Drs.  Seymour,  Hayashi,  Kurashi- 
ge  and  Balfour  as  hosts.  There  was  an  excellent 
turn-out  of  members.  Present  at  the  meeting  were 
Doctors  Bergin,  Carter,  Loo,  Brown,  Yuen,  Yo- 
shina,  Schattenburg,  Ecklund,  Woo,  Kurashige 
and  Hayashi.  Some  of  them  arrived  by  boat  after 
enjoying  a trip  around  the  Island  and  after  catch- 
ing several  nice  fish.  The  usual  course  of  iced  tea 
and  lemonade  was  enjoyed,  followed  by  the  regu- 
lar meeting  of  the  Society.  Dr.  O.  Lee  Schatten- 
burg of  Honolulu  was  the  guest  of  the  Society 
and  gave  us  some  interesting  remarks. 
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County  Society  Reports 

It  was  decided  to  cooperate  with  the  N.Y.A.  by 
facilitating  the  examination  of  nurse’s  aides  for 
hospital  duty.  The  tentative  program  of  post-grad- 
uate instruction  for  the  year  submitted  hy  the  Ter- 
ritory Association  was  clescussed.  Our  Society  ap- 
preciates being  allowed  to  enter  discussions  about 
who  the  guest  lecturers  are  to  he  and  believes  that 
the  program  should  be  made  Territorial-wide  in- 
stead of  being  merely  for  Honolulu. 

Two  applications  for  membership,  by  Drs.  Ri- 
chard Hata  and  Ivar  Larsen,  were  referred  to  the 
Board  of  Censors. 

Dr.  Patterson  read  a letter  from  Dr.  Compere 
thanking  the  Society  for  the  hospitality  accorded 
him  while  here  and  also  for  the  kind  remembrance 
given  him. 

After  the  meeting  a sumptuous  banquet  was 
enjoyed  by  all.  To  add  spice  to  this  meal  there 
were  the  usual,  frequent  nursery  rhymes  interpo- 
lated by  Dr.  Clarence  Carter  and  others.  Follow- 
ing banquet,  “Old  Maid”  was  played  using  match- 
es for  money.  Dr.  Schattenburg  took  all  the  match- 
es back  to  Honolulu  with  him. 


The  199th  monthly  meeting  of  the  Hawaii 
County  Medical  Society  was  called  to  order  by 
President  Wm.  Bergin  at  7 :45  p.m.  at  the  Hilo 
Memorial  Hospital. 

Dr.  Eklund  presented  a young  lady  of  10  years 
as  a demonstration  of  Ollier’s  Disease.  Several 
signs  and  symptoms  of  the  disease  were  very  ably 
demonstrated.  Dr.  Ecklund  gave  a very  interesting 
and  comprehensive  review  of  the  disease. 

The  Society  elected  Dr.  Hata  and  Dr.  Larsen 
to  membership  and  the  transfer  card  of  Dr.  K. 
Yoshimura  was  turned  over  to  the  Censorship 
Committee. 

The  Secretary  was  instructed  to  furnish  the  Tu- 
berculosis Society  of  Hawaii  with  a list  of  the 
present  members  of  the  Society  from  which  they 
could  take  names  in  rotation  to  carry  out  school 
survey  tuberculin  tests. 

A communication  was  read  from  Dr.  Clarence 
E.  Fronk  of  the  Selective  Service  Board  sumitting 
a fee  schedule  by  which  selectees  in  I-B  and  IV-A 
classifications  could  get  corrective  work  done  to 
make  them  eligible  for  selective  service.  This  fee 
schedule  had  been  adopted  hy  the  Honolulu  Coun- 
ty Medical  Society  and  it  was  intimated  that  we 
might  also  give  our  approval.  The  plan  is  strictly 
voluntary  on  the  part  of  the  selectee.  It  was  voted 
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that  the  Society  go  on  record  as  favoring  the  plan 
of  prehabilitation  of  selectees  without  any  special 
reference  to  a fee  schedule. 

Dr.  Sexton  started  a discussion  on  a recent  plan 
proposed  to  many  of  the  plantation  physicians  and 
other  private  physicians  regarding  an  insurance 
scheme  for  Filipinos.  His  chief  objection  was  that 
it  is  illegal  and  unethical  for  any  physician  to  give 
his  medical  experience  or  information  regarding 
medical  contacts,  to  an  insurance  company.  His 
second  objection  was  that  persons  so  insured  did 
not  receive  compensation  until  90  days  after  the 
illness.  The  insurance  company  had  requested  that 
physicians  certify  as  to  the  health  of  the  applicants 
and  those  not  being  certified  by  the  physicians 
would  later  be  sent  to  some  physician  for  a medi- 
cal examination.  Otherwise  this  examination 
would  not  be  necessary,  providing  the  doctor  gave 
his  approval  of  the  health  of  the  applicant.  It  was 
felt  that  any  men  not  approved  by  the  physicians 
would  be  dropped  and  no  attempt  would  be  made 
to  insure  them.  After  considerable  discussion  about 
this  insurance  plan,  it  was  voted  that  the  secretary 
refer  the  entire  scheme  to  the  Policy  Committee  of 
the  Territorial  Medical  Association  for  their  opin- 
ion on  procedure. 

Dr.  Keay  read  the  minutes  of  the  Preparedness 
Committee  meeting  and  also  requested  from  the 
Society  some  indication  as  to  how  long  this  com- 
mittee should  act.  It  was  voted  that  the  committee 
serve  until  the  annual  election  of  officers  in  March. 

Meeting  adjourned  at  9:25  p.m. 

Edmund  Tompkins,  M.D.,  reporting 


HONOLULU  COUNTY  MEDICAL 
SOCIETY: 

Summary  of  Board  of  Governors  Meeting 
held  Friday,  October  3,  1941. 

New  members  taken  into  the  society  today  were 
Dr.  Robert  Wong,  ophthalmologist,  Dr.  Robert 
H.  Lee,  ophthalmologist,  formerly  located  on  Ma- 
ui, and  Dr.  Paul  Liljestrand.  Dr.  Haralson’s  sta- 
tus was  changed  from  Regular  to  Service  Mem- 
bership starting  with  the  next  fiscal  year. 

Approval  was  given  to  the  Post  Graduate  Com- 
mittee’s recommendation  that  Dr.  John  Moorhead, 
who  expressed  willingness  to  come  to  Hawaii,  be 
invited  to  give  a series  of  lectures  on  Traumatolo- 
gy in  December,  and  Dr.  Carl  Meyer  of  California 
be  invited  to  come  in  the  spring  for  the  annual 
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meeting  of  the  Territorial  Association.  For  the 
guidance  of  the  Post  Graduate  Committee  it  is 
understood  that  the  funds  collected  from  the  spe- 
cial assessment  of  $2.00  per  member  for  the  year 
are  definitely  earmarked  for  Post  Graduate  ex- 
pense but  that  expenditures  exceeding  $25.00  must 
have  the  prior  approval  of  the  hoard. 

Recognition  and  appreciation  for  the  work  done 
by  the  Preparedness  Committee  of  the  Honolulu 
County  Medical  Society  was  recorded  by  the  Leg- 
islature in  House  Resolution  #14,  which  resolu- 
tion appears  under  the  heading  of  "Preparedness 
Activities.” 

An  expression  of  the  Board  was  sought  by  the 
Chairman  of  the  Library  Committee  as  to  whether 
any  portion  of  the  library  should  be  used  for  other 
than  library  purposes,  and  it  was  voted  that  the 
library  be  used  for  no  other  purpose. 

Report  was  made  of  the  Society’s  participation 
in  the  Industrial  Exposition  in  cooperation  with 
the  Board  of  Health,  Public  Health  Committee, 
and  the  Tuberculosis  Association  in  presenting 
the  “Theater  of  Health”  at  which  were  shown 
nightly  four  health  films.  It  is  estimated  some  1500 
people  viewed  the  films. 

Requests  have  been  coming  in  to  the  Society 
soliciting  its  aid  in  securing  physicians  to  render 
medical  services,  principally  in  connection  with 
defense  projects  and  personnel.  It  was  decided 
that  as  these  requests  come  in  the  Board  will  cir- 
cularize the  membership  with  particulars,  and  it 
requests  that  application  for  such  assignments  be 
made  through  the  office  of  the  Secretary.  Consi- 
derable embarrassment  and  misunderstanding  may 
arise  where  applications  do  not  go  through  the 
regular  channels. 

It  was  reported  that  as  a result  of  requests  thus 
made,  Dr.  Dickson  has  opened  offices  in  the 
housing  area  outside  of  Hickam  Field;  the  Fronk- 
Wynn  Clinic  is  providing  emergency  medical  ser- 
vice and  consultation  on  public  health  aspects  to 
the  naval  defense  workers  cantonment ; and  Drs. 
Ernestine  Hamre,  Marie  Faus  and  Ellen  Chou 
are  conducting  the  N.Y.A.  nurse  aid  examinations. 

Endorsement  was  given  to  the  Honolulu  Socie- 
ty for  the  Hard  of  Hearing  in  its  plans  for  the 
National  Hearing  Week. 

It  was  reported  that  the  Chamber  of  Commerce 
is  paying  for  the  Ampro  projector  for  the  Mabel 
Smyth  Building  and  while  the  $200  given  by  the 
Medical  Society  is  therefore  returnable,  the  Build- 
ing Management  requests  it  be  left  available  for 


the  purchase  of  a slide  projector  adjustable  for 
2x2  and  3x4  slides.  This  was  agreed  to. 

Request  from  the  Nursing  Service  Bureau  that 
an  extension  telephone  be  arranged  for  and  that 
the  Society  pay  for  two  index  rands  purchased  by 
the  Bureau  for  listing  physicians'  names  was  ap- 
proved. 

The  meeting  announced  for  last  month  to  cover 
the  Washington  trial  proceedings,  and  postponed 
again  this  month,  due  to  the  sudden  departure  of 
Mr.  Anthony  for  the  coast,  will  be  held  in  Nov- 
ember, at  which  time  also  will  be  brought  up 
several  matters  relating  to  contract  practices. 

A.  W.  Duryea,  M.D.,  reporting. 


Regular  Meeting  Held  Friday, 

October  3,  1941,  Territorial  Hospital 

About  50  members  and  many  Army  and  Navy 
physicians  were  the  guests  of  Dr.  E.  A.  Stephens 
and  the  staff  of  the  Territorial  Hospital  at  Kaneo- 
he. Following  the  dinner  a scientific  program  was 
presented  as  follows : 

Address  of  Welcome — Mr."  O.  F.  Goddard,  Di- 
rector of  Institutions. 

Announcement  by  Dr.  H.  L.  Arnold  of  new 
set-up  of  Preparedness  Committee. 

Summary  of  Board  of  Governors  meeting  read 
by  Dr.  Gaspar. 

Demonstatiion  of  electrically-induced  shock. 

Some  Special  Characteristics  of  Military  Psy- 
chiatry— 

Lt.  Col.  F.  E.  Weatherby,  M.C.,  U.S.  Army 
Dr.  E.  E.  McNiel — Discussant 
Hereditary  Sclerosis — Mixed  Form.  Case  Pre- 
sentation 

Dr.  R.  D.  Kepner,  Clinical  Director,  Terri- 
torial Hospital 

Dr.  R.  B.  Cloward — Discussant 
Some  Aspects  of  Therapy  in  the  Psychoses 
Lt.  F.  L.  Seeley,  M.C.,  U.S.  Naval  Reserve 
Wilson’s  Disease  ( Hepato-Lenticular  Degene- 
ration). Case  Presentation. 

Dr.  Dorothy  S,  Natsui,  Territorial  Hospital 
Dr.  R.  B.  Cloward — Discussant 
Chinese  Medicine — Some  Observations 
Dr.  George  Ching,  Territorial  Hospital 

A.  W.  Duryea,  M.D.,  reporting. 


Summary  Of  Special  Meeting 
Board  Of  Governors  and 
Committee  On  Forms  Of  Medical 
Practice  held  Friday,  October  24,  1941. 

Preparedness  Committee:  Dr.  Arnold  appeared 
before  the  Board  in  behalf  of  the  recent  change 
in  the  set-up  of  the  Preparedness  Committee  and 
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invited  questions  so  that  he  might  clarify  the 
situation.  He  felt  there  was  no  other  way  open 
than  to  come  under  the  general  disaster  program 
since  the  medical  unit  program  needed  support 
of  approximately  $1,000  a month  for  personnel 
which  would  be  forthcoming  from  no  other 
source.  There  was  fear  expressed  that  joining 
up  with  the  governmental  agency  would  put  the 
control  in  political  hands,  but  Dr.  Arnold  felt 
that  as  long  as  a medical  man  was  represented 
on  the  Disaster  Board  this  could  be  avoided. 

Dr.  Arnold  explained  the  circumstance  of  the 
baseball  fund,  stating  that  the  money  was  turned 
over  to  the  Mayor’s  Committee  upon  receipt  of 
a letter  from  the  Finance  Committee  Chairman 
issuring  him  that  the  funds  were  to  be  used  for 
medical  units.  The  Mayor  failed  to  recognize 
this  commitment.  Legislation  subsequently  in- 
troduced was  dropped  upon  the  Mayor’s  promise 
to  the  Legislature  that  the  money  would  be  used 
for  medical  units.  Dr.  Arnold,  however,  has  so 
far  experienced  difficulty  in  making  any  expen- 
ditures against  the  Fund. 

A vote  of  confidence  was  given  Dr.  Arnold 
for  everything  he  has  done. 

Hospital  Expansion:  Dr.  Haralson  asked  the 
help  of  the  Medical  Society  to  appraise  the  hos- 
pital situation  in  Honolulu  to  determine  whether 
a shortage  of  hospital  beds  exists.  He  wished 
this  for  his  guidance  in  the  consideration  of  re- 
quests under  the  Lanham  bill. 

A committee  of  three  was  appointed  to  meet 
within  the  week  and  report  back  to  the  Board 
of  Governors. 

Plantation  Health  Cooperative  Plan:  It  was 

reported  that  since  the  Board  had  received  a 
copy  of  the  plan  from  Territorial  Council,  the 


plan  had  been  circulated  to  the  entire  member- 
ship through  the  Journal  and  comments  have 
been  received  from  the  other  counties ; that  the 
proposed  plan  was  discussed  with  the  H.M.S.A. 
which  appointed  a special  committee  to  nego- 
tiate with  the  H.S.P.A.  in  the  hope  that  a plan 
more  in  line  with  H.M.S.A.  plan  both  as  to  prin- 
ciple and  fees  would  be  accepted  by  the  H.S.P.A. 

Dr.  Molyneux  reported  as  a member  of  that 
committee  that  the  reaction  on  the  part  of  the 
H.S.P.A.  committee  was  indeed  favorable  toward 
the  new  proposal  and  that  the  H.S.P.A.  would 
call  a meeting  of  the  plantation  physicians  be- 
fore or  after  the  plantation  managers’  meeting 
in  December.  It  was  suggested  that  a joint  meet- 
ing be  held  of  the  Board  of  Governors  and  the 
Committee  on  Forms  of  Medical  Practice  with 
the  plantation  doctors  either  Thursday  or  Fri- 
day of  this  week,  Drs.  Chandler  and  Thompson 
now  in  the  Navy  to  be  included. 

H.M.S.A.  It  seems  that  several  members  were 
not  notified  properly  of  the  last  H.M.S.A.  meet- 
ing and  the  Secretary  was  instructed  to  remind 
the  H.M.S.A.  regarding  this. 

Blood  Plasma  Bank:  Letter  from  the  Public 
Health  Committee  of  the  Chamber  was  read,  re- 
questing expression  from  the  Medical  Society  if 
in  its  opinion  “the  blood  plasma  bank  might 
reasonably  be  expected  to  be  an  important  fac- 
tor in  the  conservation  of  the  health  of  the  port’’ 
and  if  so  would  ‘“200  flasks  form  an  adequate 
basic  supply.” 

It  was  the  consensus  that  the  blood  plasma 
bank  is  an  important  factor  as  stated  above  and 
that  200  flasks  should  be  regarded  as  only  a be- 
ginning. The  Secretary  was  instructed  to  so  ad- 
vise the  Public  Health  Committee. 

A.  W.  Duryea,  M.D.,  reporting 
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Because  the  deficiency  of  only  one  Vitamin  B Factor 
is  manifest,  it  does  not  follow  that  your  patient  is 
suffering  the  lack  of  only  that  one  factor  of  the  com- 
plex. Vitamin  B deficiencies  are,  in  most  cases,  de- 
ficiencies of  the  entire  Vitamin  B Complex.  There- 
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B complex,  the  manufacturers  of  Galen  B were  the 
first  to  offer  a concentrate  obtained  from  this  source. 
The  dependability  of  Galen  B is  attested  to  by  seven 
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NOTES  AND  NEWS 


COUNCIL  MEETING— NOVEMBER 

It  is  very  likely  that  a meeting  of  the  full 
Council  of  the  Territorial  Medical  Association 
will  be  called  for  the  latter  part  of  November. 
No  definite  date  has  been  set  yet  due  to  the 
absence  on  the  mainland  of  Dr.  Craig,  the  Presi- 
dent. Councillors  should  be  prepared  to  voice 
the  wishes  of  their  county  societies  on  the  mat- 
ter of  a plan  for  medical  service  to  plantation 
employees  earning  over  $100  per  month  so  that 
action  may  be  taken  in  time  to  make  recom- 
mendations to  the  HSPA  prior  to  their  planta- 
tion managers  meeting  early  in  December. 

Councillors  should  notify  the  Secretary  of  the 
association  if  there  are  other  matters  for  the 
agenda  of  the  forthcoming  meeting. 


POST  GRADUATE  LECTURES 

Dr.  John  Moorhead  of  New  York  City  has 
accepted  the  invitation  of  the  Honolulu  County 
Medical  Society  to  come  to  Hawaii  for  a series 
of  post  graduate  lectures  on  traumatology.  He 
arrives  on  December  3.  The  lecture  topics  and 
dates  will  be  publicized  later. 

Efforts  are  being  made  by  Dr.  Gordon,  who 
is  chairman  both  for  the  Honolulu  County  Post 
Graduate  Committee,  and  the  Territorial  Post 
Graduate  Committee,  to  arrange  for  as  much 
time  as  practicable  on  the  other  islands.  This 
intinerary  will  also  be  made  known  as  soon  as 
we  learn  how  much  time  Dr.  Moorhead  will  be 
able  to  spend  in  the  islands. 

No  hard  and  fast  territorial-wide  post  gradu- 
ate program  has  as  yet  been  worked  out,  and, 
pending  such,  the  Honolulu  County  is  still  carry- 
ing the  responsibility  for  bringing  the  lecturer 
to  the  islands.  This  is  made  possible  by  a spe- 
cial assessment  of  $10.00  annually  which  the 
members  of  the  Honolulu  County  Medical  So- 
ciety pay  over  and  above  their  regular  annual 
membership  dues. 


NEW  MEMBERS 

Wong,  Robert  T. — Jefferson  Medical  College,  1936. 
Ophthalmology.  Jade  Bldg.  Honolulu. 

Lee,  Robert  H. — Loyola  University,  1925.  Ophthalmo- 
logy. 1126  Punchbowl  St.,  Honolulu. 

Liljestrand,  Paul  Howard — Harvard  Medical  School, 
1937.  Aiea  Hospital,  Aiea,  Oahu. 

Hata,  Richard — Maui  County  Medical  Society 
Larsen,  Ivar — Maui  County  Medical  Society 
ties  in  the  East,  Middle  West  and  on  the  Pacific  Coast. 


We  ommitted  to  report  in  our  last  issue  that  Dr.  R.  D. 
Kepner  had  just  returned  from  a six  weeks’  trip  to  the 
mainland  during  which  he  visited  hospitals  in  several  ci- 

Dr.  C.  S.  Culpepper  is  currently  enjoying  a Montana 
hunting  trip  with  Sonny  Bogan.  He  plans  to  visit  the 
Mayo  Clinic  while  on  the  mainland. 

Dr.  Louis  L.  Buzaid  is  the  new  full-time  radiologist 
at  Queen’s  Hospital,  and  director  of  its  X-ray  Depart- 
ment. His  services  are  available  to  all  members  of  the 
staff  for  discussion  of  cases.  Dr.  Buzaid  comes  from 
Jefferson,  in  Philadelphia,  and  is  a diplomate  of  the  Am- 
erican Board  of  Radiology. 

The  entire  Territory  was  recently  honored  in  the  per- 
son of  Dr.  F.  J.  Pinkerton  by  his  election  to  the  Vice- 
presidency of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology. 

Dr.  N.  R.  Sloan  has  been  appointed  to  take  Dr.  I D. 
Hirschy's  place  as  resident  physician  in  charge  of  Ka- 
laupapa  Leper  Settlement,  during  the  latter’s  leave  of  ab- 
sance  on  the  mainland.  Dr.  Sloan  has  been  assisting  Dr. 
Hirschy  since  last  July,  and  has  recently  been  licensed 
to  practice  medicine  in  the  Territory. 

Dr.  0-  E.  Jeffreys  has  left  Honolulu  and  is  at  present 
in  Los  Angeles. 

Dr.  D.  L.  Burlingame  has  returned  from  an  extended 
mainland  vacation.  He  spent  considerable  time  in  hospi- 
tals and  clinics  there — some  of  it  as  a result  of  breaking 
his  right  forearm  while  roller  skating. 

Dr.  and  Mrs.  Ralph  B.  Cloward  recently  announced 
the  birth  of  their  second  daughter,  Karen.  Dr.  Cloward 
has  left  by  Clipper  for  Los  Angeles  to  attend  the  meeting 
of  the  American  Academy  of  Neurological  Surgery,  to 
which  he  was  recently  elected. 

Dr.  Richard  Lee  of  the  Board  of  Health  has  been 
giving  a series  of  lectures  on  community  health  needs. 
The  lectures  are  sponsored  by  the  Volunteer  Placement 
Bureau. 

Dr.  J.  H.  Farrell  has  returned  from  his  mainland  trip 
and  is  resuming  his  practice  at  the  Pantheon  Building. 

The  new  resident  pathologist  at  Queen's  Hospital  is 
Dr.  Louis  Hirsch,  a graduate  of  New  York  Univcrsitv 
1937.  ' • ’ 

Dr.  Louis  Gaspar  is  planning  a quick  trip  to  the  main- 
land \ ia  Clipper  and  plane,  leaving  here  on  November  7th 
and  returning  December  18th. 
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Dr.  Wm.  John  Holmes  has  been  heard  over  the  radio 
lately  on  the  subject  of  War  Deafness. 

Dr.  Willis  F.  Hume  has  joined  the  Medical  Group 
doing  general  surgery. 

Dr.  H.  M.  Johnson  is  instructor  at  the  University  of 
Hawaii  to  the  nurses  taking  the  Public  Health  nursing 
course.  His  lectures  deal  with  the  methods,  diagnosis  and 
modern  treatment  of  syphilis  and  other  venereal  diseases. 

Dr.  Harry  Arnold,  Jr.  leaves  by  clipper  in  December 
to  attend  the  meeting  of  the  American  Academy  of  Der- 
matology and  Syphilology  in  New  York.  He  will  take 
the  American  Board  examination  and  return  on  December 
building  in  the  10  months  of  its  operation. 

22nd,  also  by  clipper. 

The  great  activity  in  the  Mabel  Smyth  Building  last 
week  was  occasioned  by  the  annual  meeting  of  the  Ha- 
waii Territorial  Dental  Society.  The  two-day  session  in- 
are  available  to  the  doctors  for  large  and  small  meetings, 
board  luncheons,  teas  and  other  forms  of  receptions  in  the 
but  the  building  is  prepared  to  serve  lunches  with  ease  to 
eluded  a full  program  of  papers  to  which  several  M.D's 
can  be.  3,028  persons  have  been  served  at  committee  and 
were  invited  to  discuss  medico-dental  topics.  Dr.  O.  Lee 
SchattenburG  enjoyed  appearing  before  the  dentists  to 
tell  them  how  “An  Obstetrician  Looks  at  Dentistry;”  Dr. 
F.  F.  Alsup  discussed  “Cysts  of  Dental  Origin;”  Dr.  E. 
E.  McNiel  discussed  the  “Relation  of  Psychiatry  to^  Den- 
tistry”, and  Dr.  J.  E.  Strode  informed  them  of  the  “New 
Drugs’ Used  in  Surgical  Procedures  and  Treatment  of 
Pain.” 

Table  clinics  were  held  in  the  doctor’s  board  room  and 
on  the  downstairs  lanai.  The  dentists  had  an  opportunity 
to  inspect  the  medical  library  and  a chance  to  sample 
Miss  Eyman’s  catering  at  lunches  served  on  both  days  on 
the  lanai  and  in  the  nurses  lounge. 

Apropos  of  the  above  we  would  call  to  your  attention 
that  not  only  the  auditorium  and  the  doctors’  board  room 
groups  up  to  16  or  20,  and  it  is  surprising  how  conducive 
to  informal  discussion  the  cool  environment  of  the  lanai 


VITAMIN  K USED  IN  MATERNAL 
HEALTH  CONFERENCE. 

The  Medical  Advisory  Committee  to  the  Bureau 
of  Maternal  and  Child  Health  announced  at  their 
August  meeting  that  because  the  value  of  vitamin 
K in  preventing  hemorrhagic  disease  of  the  new- 
born had  now  been  established,  this  vitamin  would 
henceforth  be  administered  routinely  to  expectant 
mothers  attending  their  maternal  health  confer- 
ences. They  will  be  given  a 2 mgm.  tablet  daily 
for  about  10  to  14  days  ante-partum. 


DRUG  SHORTAGES 

Physicians  are  already  sharing,  and  are  likely 
to  share  more  in  the  very  near  future,  in  the 
general  nation-wide  difficulty  of  obtaining  ma- 
terials with  which  to  do  their  work.  Many  drugs 
are  already  unobtainable  in  the  Territory  or  like- 
ly to  he  had  only  at  a premium.  Compound  solu- 
tion of  crcsol,  cine  oxide,  and  boric  acid  are  still 
available  here  in  very  limited  quantities,  but  can 
no  longer  be  obtained  from  mainland  sources  and 
will  not  be  obtainable  for  some  time  unless  priority 
rulings  are  modified.  Some  drugs  are  no  longer 
available  anywhere  in  the  Territory,  but  may  yet 
be  obtainable  from  the  mainland.  This  group  in- 
cludes atropine,  Iwmatropine,  and  crude  coal  tar. 
Rubbing  alcohol  and  ichthyol  are,  or  are  about  to 
be,  rationed  in  restricted  quantities.  It  is  expected 
that  some  drugs  may  become  almost  prohibitively 
expensive.  So  far  formaldehyde  is  the  only  one 
that  has  been  seriously  affected  in  this  way. 

So  far  the  pathologist,  compelled  to  find  a sub- 
stitute for  cresol  as  a general  laboratory  disinfect- 
ant and  threatened  with  the  necessity  of  getting 
along  without  formaldehyde  as  a fixative,  is  dis- 
comfited a bit  but  not  seriously  hampered  in  his 
work.  The  ophthalmologist  has  for  the  most  part 
a relatively  large  stock  on  hand  of  atropine  and  ho- 
matropine,  though  his  plight  when  this  is  exhaust- 
ed may  well  be  a very  serious  one.  The  derma- 
tologist and  general  man  are  perhaps  the  most  ex- 
tensively threatened,  by  the  loss  of  boric  acid — for 
soaks  and  wet  dressings  and  bland  ointments 
crude  coal  tar — really  indispensable  in  the  man- 
agement of  infantile  eczema ; zinc  oxide— a basic 
ingredient  of  zinc  paste,  zinc  oxide  ointment  and 
calamine  lotion;  and  ichthyol.  The  loss  of  all  tra- 
ditional standbys  in  the  management  of  eczema  in 
its  various  forms  and  stages,  will  be  very  difficult 
indeed  to  withstand.  Shortages  of  this  sort  do  not 
catch  the  public  imagination  as  might  shortages  of 
ether  or  adhesive  tape  or  other  more  familiar  me- 
dical supplies,  but  they  are  potentially  serious  none 
the  less.  It  would  appear  that  an  investigation  of 
their  relative  necessity  might  be  in  order. 


The  first  paid  subscription  to  the  Journal  has 

come  in  from  Dr.  Mouritz.  Dr.  Mouritz  is  the  au-  Our  first  exchange  subscription  is  with  the 
thor  of  the  famous  Path  of  the  Destroyer,  an  Pennsylvania  Medical  Journal.  Dr.  Donaldson,  the 
authoritative  history  of  leprosy  in  Hawaii.  We  Editor,  writes:  Wishing  the  Hawaii  Medical 

hope  it  may  be  possible  for  Dr.  Mouritz  to  con-  Journal  great  success  and  its  editorial  staff  in- 
tribute something  from  his  store  of  experiences  creasing  satisfaction  with  the  results  of  their  la- 
with  the  disease,  to  some  future  issues  of  the  bors,  we  hasten  to  add  your  “baby  to  our  Ex- 
Journal.  change  list.” 
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THE  HAWAII  MEDICAL  SERVICE  PLAN 

On  May  31,  1941,  the  Hawaii  Medical  Service 
Association  ended  its  third  year  of  operation  and 
its  first  year  under  its  agreement  with  the  Hono- 
lulu County  Medical  Society. 

The  33-^%  deducted  from  all  doctors’  bills 
and  held  in  the  Physicians  Reserve  Fund  is  fully 
in  tact  and  amounts  to  $6,148.89.  During  the 
coming  year  the  Association  will  deduct  only  20% 
instead  of  33-^3%  from  all  doctors’  bills  and  this 
will  also  be  placed  in  the  Physicians  Reserve.  It 
is  hoped  that  at  the  end  of  the  year  the  full  fee 
schedule  rates,  without  any  discounts,  will  be  paid 
on  all  bills. 

As  many  of  you  will  recall,  the  Association  be- 
gan three  years  ago  with  600  members.  Today  we 
have  approximately  5,000.  This  is  directly  due  to 
extension  of  the  plan  to  include  industrials  and  the 
low  salary  employee.  In  the  past  year  industrial 
firms  have  shown  an  increasing  interest  in  the  plan 
for  their  employees,  and  we  have  at  this  time  121 
firms  insured.  Many  of  the  employees  insured  are 
earning  less  than  $75.00  per  month. 

Dr.  Fred  Irwin,  retired,  has  been  with  the  As- 
sociation for  the  past  year  as  medical  director  and 
has  been  doing  an  excellent  piece  of  work.  Dr. 
Irwin  is  available  at  the  Association  offices  each 
weekday  between  10  and  12  a.m.  and  we  urge 
you  to  call  him  whenever  you  are  in  doubt  as  to 
the  procedure  in  any  case. 

Medical  insurance  plans  operated  by  state  me- 
dical societies  or  by  county  societies  are  gaining 
interests  on  the  mainland.  There  are  several  such 
plans  now  n full  operation — in  New  York  City, 
Michigan,  California  and  Oregon.  The  Hawaii 
Medical  Service  Association  keeps  in  contact  with 
these  and  we  feel  that  our  three  years’  exprience 
has  given  us  quite  a jump  on  these  other  plans 
None  of  them  are  exactly  alike,  there  is  great  va- 
riation as  to  benefits  and  other  details,  but  essen- 
tially they  are  all  endeavoring  to  serve  the  same 
fundamental  purposes. 
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/\  In  the  interest  of  both  patient  and  public  health,  it  has  been  established 
that  the  best  and  safest  practice  in  the  therapy  of  early  syphilis  is  a 
continuous  regimen , in  which  the  patient  is  constantly  receiving  at  suitable 
intervals,  either  an  arsenical  or  a heavy  metal.  Syphilologists  emphasize 
that  each  patient  shall  receive  a minimum  of  30  injections  each  of  an  arsen- 
ical compound  and  a heavy  metal,  given  in  a continuous  alternating  manner. 

Low  toxicity,  rapid  and  complete  solubility,  and  precise  ampuling  have 
established  NEOARSPHENAMINE  MERCK  as  an  excellent  arsenical 
in  early  syphilis,  and  one  which  has  merited  the  widespread  confidence  of 
the  medical  profession. 


in  0U0 


YPARSAMIDE  MERCK 


Unusual  power  of  penetration  of  TRYPARSAMIDE  MERCK,  es- 
1 ' pecially  in  case  of  the  central  nervous  system,  ease  of  administration 
by  the  usual  intravenous  technic,  use  in  conjunction  with  fever  therapy, 
and  the  results  obtained  in  selected  cases  of  syphilis  of  the  central  nervous 
system,  have  for  two  decades  accorded  it  a prominent  status  in  the  therapy 
of  neurosyphilis. 

The  best  results  appear  to  have  been  obtained  in  the  treatment  of  early 
dementia  paralytica.  It  is  estimated  that  40  to  50  per  cent  of  such  cases, 
have  shown  various  degrees  of  symptomatic  improvement. 


MERCK  & CO.  Inc. 


nafartma nfj  ^/emi-it-1  RAH  W AY,  N . J . 


GROWING 
IN  COMFORT 

ON 

S-M-A 


S-M-A*  provides  20  calories  to  the  ounce, 
but  more  important,  the  nutritional  value 
of  S-M-A  is  that  of  a complete,  well-balanced 
food,  specially  prepared  to  helo  build  strong, 
healthy  babies. 


FOB  pbematube  ««> 
undebnoubished  infants 
\ Spec*®1  I>rodUCt 

PROTEIN  S-M-A 

Protein  S-M-A  (aci^'a'e  |cnded 

tla  infant,  fot-nfant,  tun- 
ing a high  protein  .make. 

Protein  S-M-A  and 

similar  to  hmh  jns  addi- 

S^A-nts  Uchmg 

in  both. 


An  actual  test  of  S-M-A  is  the  only  true  proof  of  its 

exceptional  nutritional  qualities.  Why  not  write  for 

samples  and  full  information? 

//  //  // 

Normal  infants  relish  S-M-A  ....  digest  it  easily  and  thrive  on  i$ . 

tt  //  n 

♦S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  espe- 
cially prepared  for  infant  feeding — derived  from  tuberculin-tested  cow's 
milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including 
biologically  tested  cod  liver  oil ; with  the  addition  of  milk  sugar  and 
potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages 
of  protein,  fat.  carbohydrate  and  ash,  in  chemical  constants  of  the  fat  and 
physical  properties. 


S.M.A.  CORPORATION 
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SCIENTIFIC  BACKGROUND 
Mead’s  Cereal  was  introduced  in  1930,  and  Pablum  in' 
1932,  by  Mead  Johnson  & Company.  Since  then,  the 
growing  literature  indicates  early  recognition  and  con- 
tinued acceptance  of  these  products  and  the  important; 
pioneer  principles  they  represent. 
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REMEMBER  PEARL  HARBOR! 


• The  strictly  regulated  program  of  the  Army 
helps  to  harden  the  soft,  lackadaisical  rookie. 

But  what  about  the  men  who  remain  in 
civilian  life? 

^ hen  the  deleterious  effect  of  a soft  civil- 
ian life — irregular  habits,  lack  of  exercise, 
faulty  diet — leads  to  constipation,  the  use  of 
Petrogalar*  is  frequently  indicated. 

Petrogalar  adds  bland,  unabsorhable  mois- 
ture to  the  stool  to  induce  a soft,  easily  passed 
mass. 

Consider  its  use  for  the  treatment  of  con- 
stipation. Petrogalar  is  pleasant  to  take  and 
economical  to  use. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

P etrogalar 


*Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral 
oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil  suspended 
in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc. 


• 8134  McCormick  Boulevard  • Chicago,  Illinois 


Vitamins  were  there  all  the  time! 


Vitamins  have  performed  their  vital 
functions  for  untold  ages — but  mod- 
ern science  has  accomplished  some- 
thing new.  It  has  revealed  specific 
functions  of  vitamins,  isolated  many 
of  them,  and  taught  us  how  to  make 
some  of  them  synthetically.  As  a 
result,  we  can  now  make  from  the 
pure  vitamins  pharmaceutical  prepa- 


rations of  great  potency  appropriate 
for  the  treatment  of  each  of  the 
various  clinical  syndromes  caused  by 
lack  of  one  or  more  of  these  essential 
food  factors. 

Fifty-five  years  of  experience  in 
making  fine  pharmaceuticals  equip 
The  Upjohn  Company  to  prepare 
these  vitamin  products  for  you. 
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Another  defense  problem  solved 


the  American  soldier’s  identification 


tag  now  carries  his  blood  type. 

Type  the  blood  of  every  soldier”  was  the  recent 
order  issued  by  American  Army  officers. 

To  aid  the  Army  surgeons  in  fitting  such  a vast 
blood  grouping  program  into  their  schedule,  Led- 
erle  developed  a new  dried  blood  serum  with  impor- 
tant advantages  over  human  serum.  Less  costly  and 
more  stable,  this  new  serum  is  derived  from  im- 
munized rabbits.  Large  amounts  of  rabbit  serum  are 
reduced  to  small  quantities  of  a stable  and  uniformly 
potent  powder.  The  new  product  results  in  much 
greater  speed  in  the  agglutination  reaction.  Now,  in 
an  incredibly  short  time,  clumping  of  the  A,  B and 
AB  cells  is  visible  to  the  naked  eye. 

Among  other  qualities  found  in  the  blood  group- 
ing sera  are  greater  accuracy  and  uniformity  of  re- 
sults. Stability  is  assured;  the  product  lasts  indefi- 
nitely. The  Lederle  serum  has  received  Army  sur- 
geons’ approval.  “Blood  Grouping  Sera  (Powdered) 
Lederle”  are  in  extensive  use  in  the  Army  camps. 

Lederle  Laboratories,  inc. 
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&l  GMeAihetic  adixut 


Of  the  numerous  factors  involved 
in  securing  satisfactory  spinal  anesthesia,  there  is  one  which  is  prin- 
cipally responsible  for  the  duration  of  the  block.  This  is  the  type  of 
anesthetic  agent  employed. 


Pontocaine  hydrochloride  produces  anesthesia  that  usually  lasts  for 
two  hours  or  more. 


Novocain  produces  anesthesia  which  usually  lasts  about  an  hour. 


For  operations  of  average  duration 


NOVOCAIN 
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ALSO  SOLUTION  10% 
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For  prolonged  operations 
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ampules  of  2 cc.,  boxes  of  10  and  50. 

Niphanoid  (snow-like).  This  form  of  Ponto- 
caine hydrochloride  resembles  finely  pow- 
dered snow.  It  dissolves  instantly  in  a small 
quantity  of  spinal  fluid,  saline  solution  or 
water. 

Supplied  in  ampules  of  10  mg. 
and  20  mg.,  boxes  of  10  and  100. 
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HOLLAND-RANTOS  CO.,  Inc. 
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War  Came  to  Hawaii 


And  how  did  it  find  us? 

Providence  could  not  have  been  kinder  to  the 
boys  who  had  their  baptism  of  fire  on  that  morning 
of  surprise,  than  by  having  in  Honolulu  Dr.  John 
J.  Moorhead,  veteran  of  the  last  world  war,  and 
authority  on  traumatic  surgery. 

Only  three  days  prior  to  the  7th,  Dr.  Moor- 
head arrived  to  give  to  the  doctors  of  the  islands 
an  intensive  postgraduate  course  in  the  handling 
of  war  injuries.  And  on  the  fateful  Sunday  morn- 
ing a crowded  hall  of  doctors  awaited  his  lecture 
on  burns.  For  three  sessions  he  had  drummed 
into  a record  audience  of 
300  civilian,  army  and 
navy  doctors  the  several 
cardinal  points  of  proce- 
dure in  the  handling  of 
wounds.  And  they  cer- 
tainly were  applied  that 
day,  Sunday  the  7th,  not 
alone  by  the  Army  and 
Navy  surgeons  but  by 
the  20-odd  civilian  sur- 
geons and  physicians  who 
all  that  day  and  night 
assisted  their  military  col- 
leagues in  caring  for  the 
many  casualties  brought 
to  the  military  hospital. 

No  need  for  the  surgeons 
to  hesitate  in  the  face  of 
the  ugly,  extensive 
wounds  that  came  into 
their  hands.  Dr.  Moor- 
head had  told  them  what 
to  do,  simply  and  with  the  authority  of  a man  of 
experience.  And  he  went  as  eagerly  as  did  the 
civilian  doctors  when  the  call  that  interrupted  and 
temporarily  terminated  the  lectures,  came  from 
headquarters. 

And  more  important,  Dr.  Moorhead  and  his 
pupils  had  the  keen  satisfaction  of  seeing  the  re- 
sults of  their  work.  Only  11  cases  of  gas  gang- 
rene (all  of  which  recovered)  and  “not  a teaspoon- 
ful of  pus— not  a serious  infection”  was  what  he 
reported  weeks  later,  just  before  his  departure. 
What  greater  reward  could  any  physician  ask ! 


Said  Dr.  Moorhead  in  his  farewell  to  the  physi- 
cians on  December  30th : 

“Honolulu  has  been  the  proving  ground  for  the 
technique  of  handling  war  wounds.  1 shall  recom- 
mend that  this  technique  be  adopted  universally 
throughout  the  country.” 

And  what  he  said  further  is  also  recorded,  not 
with  the  idea  of  glorying  in  self-praise,  but  that 
it  becomes  a matter  of  record : 

“The  United  States  of  America  owes  you,  the 
civilian  doctors  of  Honolulu,  a debt  of  gratitude 
for  the  work  you  did  on  December  7th,  and  I shall 

make  it  known  in  high 
places  what  you  did 
here.” 

In  inviting  Dr.  Moor- 
head to  come  to  Hawaii, 
our  Post-Graduate  Com- 
mittee by  design  had  in 
mind  to  prepare  the  civil- 
ian doctors  particularly 
against  just  such  an  in- 
dent as  occurred,  but  it 
had  no  idea  that  the 
knowledge  and  guidance 
it  sought  would  be  so 
quickly  applied.  Every 
physician,  Army,  Navy 
and  civilian,  can  be  thank- 
ful to  that  committee  for 
its  forethought  and  its 
choice  of  the  man. 

This  story  would  not 
be  complete,  if  attention 
were  not  directed  to  the 
swift  and  competent  mobilization  of  the  ambulance 
service  and  first  aid  units  under  the  direction  of 
Dr.  H.  L.  Arnold  Sr.  and  Dr.  Robert  B.  Faus, 
acting  for  the  Honolulu  County  Medical  Society’s 
Preparedness  Committee,  and  the  work  of  the  blood 
bank  under  the  direction  of  Dr.  F.  J.  Pinkerton  and 
Dr.  John  Devereux.  Within  an  hour  18  first  aid 
units  went  into  action,  and  the  Preparedness  Com- 
mittee had  100  trucks  rolling  within  an  hour,  some 
immediately,  to  the  scene  of  combat  at  Hickam 
Field  and  Pearl  Harbor  for  the  transportation  of 
casualties  to  the  Army  Hospital.  Many  comments 
were  heard  about  their  capable  performance  and 


“I  WAS  GREATLY  PLEASED  TO 
SEE  WHAT  A FINE  JOB  THE  MED- 
ICAL PROFESSION  OF  HONOLU- 
LU DID  IN  THE  RECENT  EMER- 
GENCY. THE  AID  WHICH  IT 
GAVE  TO  THE  MILITARY  FORCES 
OF  THE  ISLAND  WILL  ALWAYS 
BE  A BRILLIANT  CHAPTER  IN 
THE  HISTORY  OF  MEDICINE  IN 
OUR  COUNTRY.  DR.  ARNOLD  AND 
DR.  PINKERTON  DESERVE  THE 
HIGHEST  PRAISE,  SO  TOO  DO 
THE  MANY  CIVILIAN  SURGEONS 
WHO  SO  SPLENDIDLY  GAVE  OF 
THEIR  EFFORTS.  THE  VERY  LOW 
MORTALITY  WAS  IN  PART  DUE 
TO  THEIR  COOPERATION.  NO 
ONE  WILL  EVER  DOUBT  THE 
VALUE  OF  THE  SULFONAMIDES 
AND  OF  PLASMA  IN  THE  TREAT- 
MENT OF  WAR  CASUALTIES.  THE 
EXPERIENCE  HAS  BEEN  OF 
ENORMOUS  HELP  IN  PLANNING 
FOR  THE  FUTURE.  GREETING  TO 
MY  FRIENDS.” 

Dr.  I.  S.  Ravdin 
Philadelphia 
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days  later  there  was  still  great  speculation  as  to  who 
had  dispatched  them.  Only  4 of  the  18  first  aid 
stations  took  care  of  casualties,  but  all  of  them 
were  manned  and  ready  for  action.  One — at 
Lunalilo  School  — was  actually  bombed,  but 
promptly  rallied  and  reestablished  itself  nearby. 

The  meagre  supply  of  200  flasks  of  plasma 
in  readiness  was  immediately  dispatched  to  Army, 
Navy  and  civilian  hospitals  and  a feverish  activity 
was  begun  to  augment  that  supply. 

Forever  be  it  said  for  the  civilian  population 
of  Honolulu,  that  it  responded  as  one  man  to  the 
needs  of  the  day.  It  took  some  time  for  the 
transition  to  take  place  in  the  minds  of  all  of 
us  that  this  was  not  a maneuver,  that  the  Japanese 
had  actually  arrived — an  utterly  inconceivable 
reality.  It  took  some  time  to  convince  most  of 


us  that  the  smoke  arising  from  Pearl  Harbor 
and  Hickatu  Field  was  not  a burning  cane  field 
or  a burning  oil  tank,  or  a bit  of  chemical  realism 
added  to  routine  maneuvers ; and  many  of  us 
watched  and  commented  on  the  maneuvers  and 
the  puffs  of  smoke  in  the  sky.  Not  one  credited 
the  first  reports  that  it  was  an  attack,  but  when 
the  truth  was  brought  home  there  was  no  hesi- 
tancy or  panic.  Radio  orders  and  instructions 
were  carefully  followed  out  and  orderliness  reigned 
throughout. 

That  word  orderliness  cannot  in  honesty  be 
applied  to  the  weeks  that  followed  in  an  attempt 
to  get  things  organized.  However,  organizations 
have  been  shaken  down  finally  and  there  is  evi- 
dence of  planning  coming  to  the  top. 

— E.  D.  B. 


Dr.  Moorhead  (seated,  left  center),  Mrs.  Moorhead  (standing,  center),  and  members  of  the  Honolulu  County  Medical  Society, 
following  presentation  of  a commemorative  plaque  by  Dr.  James  R.  Judd. 
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Principles  of  Traumatic  Surgery 

Notes  on  post  graduate  lecture  series  given  by  John  J.  Moorhead,  M.D.,  Professor  of  Clinical 
Surgery,  N.Y.  Post  Graduate  Medical  School,  Columbia  University  (Ret.). 


TRAUMATIC  SURGERY 

Dec.  4,  1941 

Traumatic  surgery  is  part,  and  a very  large 
part,  of  general  surgery.  It  has  no  selective  action 
and  may  involve  several  parts  at  the  same  time.  I 
shall  speak  of  certain  outstanding  symptoms  and 
methods  of  treatment  in  common  injuries. 

A very  good  starting  point  is  that  very  diffi- 
cult and  important  hand  infection  group.  Next  to 
the  eye,  the  hand  is  of  greatest  importance.  It  is 
my  belief  that  infection  of  the  hand  is  treated 
more  poorly  than  any  other  type  of  traumatic 
surgery. 

Any  break  in  the  skin  should  never  be  dis- 
regarded. There  is  no  such  thing  as  a clean  acci- 
dental wound.  Every  wound  that  is  not  made  with 
surgical  intent  is  already  infected  and  should  be  so 
regarded.  Our  problem  then  is  the  treatment  of 
infected  wounds. 

Golden  Period 

What  are  the  essential  things  in  regard  to 
repair  and  recovery?  What  are  the  determining 
elements?  Is  it  the  source — a razor,  a piece  of 
glass,  a nail?  All  these  play  a part,  but  the  time 
element  intervening  between  receipt  of  the  injury 
and  the  time  of  institution  of  adequate  treatment 
is  probably  the  most  important  thing.  There  is  in 
traumatic  surgery  what  I call  the  “Golden  Period" 
— the  first  six  hours  elapsing  between  the  injury 
and  the  institution  of  care.  I was  a general  surgeon 
before  I became  a bone  setter  and  I know  what 
happened  after  going  more  than  six  hours  with  a 
ruptured  appendix  or  duodenal  ulcer.  If  I got  in 
before  then  most  of  them  got  well ; after  that  most 
of  them  died.  Before  six  hours  I was  treating  the 
rupture ; after  six  hours  I was  treating  the  peri- 
tonitis. 

Suppose  before  you  get  the  case,  somebody 
has  done  something  else  for  it.  That  brings  up 
the  first  aid  situation.  I wish  they  did  not  do  any- 
thing. They  think  that  if  they  put  in  something 
very  nicely  colored,  that  is  enough.  Those  antisep- 

Delivcrcd  before  the  Honolulu  County  Medical  Society  in  the 
Mabel  L.  Smvth  Memorial  Building,  Honolulu.  December  4,  5,  7, 
22-30  1941. 


tics  are  very  colorful,  but  to  use  them  is  not  good 
traumatic  surgery — it  is  chromatic  surgery. 

Cleansing 

There  are  only  two  ways  of  treating  a 
wound ; only  two  ways  to  clean  a wound — 
mechanical  sterilization  and  chemical  sterilization. 
Mechanical  is  by  debridement  and  chemical  is  by 
drugs.  If  a patient  is  seen  by  us  within  the  first 
six  hours,  we  give  one  type  of  treatment ; if  after 
six  hours,  another  type  of  treatment.  We  are  not 
going  to  do  anything  to  an  already  infected  wound 
that  we  do  to  a non-infected  wound.  If  we  go  into 
infected  territory  and  do  what  we  would  like  to 
do  to  a non-infected  wound,  we  will  spread  the 
infection. 

First  of  all,  within  the  first  six  hours,  we 
cleanse.  With  what?  Soap  and  water.  What  next? 
More  soap  and  water.  What  next?  More  soap 
and  water.  Rub  it  gently,  but  don’t  scrub.  If  it 
is  a ragged  wound  and  the  edges  are  brown  we 
debride  them.  What  does  debridement  mean?  To 
remove  the  debris?  No.  It  is  a French  word 
and  it  means  unbridling.  It  means  to  sparingly 
excise  all  the  damaged  tissue.  Organisms  can- 
not live  on  anything  healthy,  they  die.  We 
excise  until  three  criteria  are  attained:  (a)  it 
bleeds;  (b)  it  looks  healthy;  (c)  if  it  is  muscle, 
it  contracts.  In  some  cases  it  may  mean  1/32  of  an 
inch,  it  may  be  half  an  inch,  but  we  do  it  until 
those  three  criteria  are  fulfilled.  Then  we  stop  the 
hemorrhage. 

Sutures 

Shall  we  do  primary  suture?  I am  going  to 
be  very  radical  and  say  don’t  sew  anything  that 
requires  debridement.  Put  in  your  sutures  of  some 
non-absorbable  material,  place  a dressing  over  it, 
and  don't  tie  those  sutures  until  the  end  of  the 
third  day.  That  is  a primo-secondary  suture.  At 
the  end  of  the  third  day,  take  the  dressing  off, 
bring  the  sutures  together  and  you  will  be  sur- 
prised to  find  how  nearly  you  have  attained  per- 
fect coaptation. 

I think  an  excellent  dressing  is  sulfanilamide. 
15  grains  to  the  ounce,  in  mineral  oil  or  sterile 

Editor’s  Note:  These  notes  are  a summary  from  stenographic 

transcript.  Circumstances  prevented  their  being  edited  by  Dr. 
Moorhead  before  publication. 
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vaseline  as  a wet  dressing.  Use  a large  dressing  to 
immobilize  the  injury  and  keep  it  quiet.  Hand 
cases  should  be  well  splinted  because  motion  has 
a capacity  to  cause  infection  to  spread.  The  kind 
of  splint  does  not  matter. 

Infected  Wounds 

I am  a great  believer  in  hot  wet  dressings  in 
an  infected  wound.  I like  a saturated  solution  of 
mag.  sulph.,  several  layers  of  gauze,  with  the 
solution  dripping  through.  Use  an  electric  light  to 
keep  it  hot.  I use  it  until  I get  indications  for 
incision  and  drainage.  Don't  cut  except  for  one 
of  these  three  if  you  would  not  metastasize  your 
infection:  (a)  localized  fluctuation;  (b)  localized 
tenderness;  (c)  localized  induration.  When  you 
cut,  cut  until  the  wound  is  gaping;  ordinarily  that 
means  going  through  the  fascia.  For  drainage 
use  the  end  of  a rubber  glove,  or  an  ordinary 
pipe  cleaner.  Use  gauze  only  in  two  places  (a) 
to  stop  hemorrhage  and  (b)  to  keep  wound  edges 
apart.  And  if  you  have  to  use  gauze,  oil  it  with 
vaseline  or  mineral  oil. 

Follow  Through 

The  follow  through  is  more  important  often 
than  anything  except  the  initial  treatment.  Func- 
tion is  the  end  in  view.  Let  us  start  reasonable 
motion  early.  Don’t  put  the  hand  into  a hyperex- 
tended,  hyperflexed  position.  Put  it  in  a position 
of  ease,  ordinarily  that  is  in  a partially  flexed 
position  in  any  and  every  joint.  To  promote 
function  have  the  individual  try  to  make  motions 
almost  from  the  beginning.  Get  the  bad  side  to 
imitate  the  good  side.  Physiotherapy  is  regarded 
as  a sovereign  method  in  helping  to  restore  func- 
tion. I am  a great  believer  in  physiotherapy  if 
the  person  who  is  directing  the  treatment  does 
the  physiotherapy.  Long  wave,  short  wave,  dia- 
thermy, all  have  their  place,  but  my  reliance  main- 
ly is  on  what  I can  get  the  patient  himself  to  do. 

Summary 

Traumatic  surgery  is  emergency  surgery  and 
the  fundamental  thing  is  “to  do  it  now.”  The 
six  hour  period  is  the  Golden  Period.  If  we  can 
take  care  of  our  wounds  during  that  time  we  are 
very  much  less  likely  to  get  infections.  After  the 
six-hour  period  there  is  a different  type  of  treat- 
ment because  the  situation  is  different.  Let  us  de- 
bride our  wounds ; let  us  use  the  sulfa  drug  on 
the  outside  as  well  as  internally ; but  do  not  regard 


January  1942 

them  as  substitutes  for  the  ordinary  surgical 
asepsis  of  years  back.  In  the  infected  cases  the 
sulfa  drugs  are  invaluable,  but  don’t  rely  on  the 
sulfa  drugs  to  carry  you  through ; the  sulfa  drugs 
won’t  do  it  without  giving  the  wound  ordinary 
cleansing;  and  don’t  forget  that  the  sulfa  drugs 
are  specific  for  infections  of  the  erysipelas  type 
and  other  cellulitis.  Do  not  sew  up  a debrided 
case,  and  above  all  do  not  sew  it  up  in  a com- 
pound fracture.  In  infections  there  are  three  in- 
dications for  incision : local  fluctuation,  local 
tenderness  and  local  induration.  Never  for  brawny 
induration  ; never  for  adenitis. 


THE  TEN  COMMANDMENTS  OF 
TRAUMATIC  SURGERY 

I.  Thou  shalt  have  no  god  of  trauma  other 

than  the  welfare  of  thy  patient. 

II.  Thou  shalt  not  bow  down  to  any  graven 

image  except  Knowledge  and  Experi- 
ence. 

III.  Thou  shalt  not  take  in  vain  the  name  of 

those  who  diligently  seek  the  welfare  of 
thy  patient. 

IV.  Remember  to  give  thy  patient  rest  on  the 

days  following  injury. 

V.  Honour  the  parents  of  traumatic  surgery 

who  gave  birth  to  and  practiced  this 
branch  of  general  surgery. 

VI.  Thou  shalt  not  kill  thy  patient  by  neglect 

nor  by  the  practice  of  alien  doctrines. 

VII.  Thou  shalt  not  commit  adultery  by  conniv- 

ing clinic  crimes  designed  to  conceive 
such  offspring  as  infection,  deformity 
and  disability. 

VIII.  Thou  shalt  not  steal  the  ideas  of  thy  brother 

practitioners  without  due  recognition. 

IX.  Thou  shalt  not  bear  false  witness  against 

thy  brother  practitioners  who  probably 
did  as  you  would  have  done. 

X.  Thou  shalt  not  covet  thy  fellow  practition- 

er’s skill,  his  equipment,  his  hospital  nor 
anything  else  that  is  his,  except  his  repu- 
tation, his  knowledge  and  his  experi- 
ence. 
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JOINT  INJURIES 

December  5,  1941 

In  the  consideration  of  joint  injuries  the 
lesions  are : contusion,  sprain,  synovitis,  bursitis, 
wounds,  foreign  bodies,  joint  calculi,  dislocations, 
fractures. 

There  is  in  any  joint  injury  a certain  routine 
incidence.  I think  it  runs  about  like  this — a sprain, 
a synovitis,  a calcified  bursa.  In  the  majority  of 
cases  indirect  rather  than  direct  violence  causes 
the  joint  difficulties.  We  often  have  difficulty  in 
differentiating  dislocations  from  fractures.  Let 
me  call  your  attention  to  a clinical  rule  which  is 
an  excellent  one.  In  any  recent  joint  injury  asso- 
ciated with  deformity  and  disability,  suspect  a 
fracture  first  and  not  a dislocation — with  one  ex- 
ception—in  the  shoulder  joint.  In  it  we  have  over 
50%  of  all  the  dislocations  which  occur  in  the 
body  and  here  direct  violence  is  the  most  common 
causative  factor. 

A contusion-sprain  is  the  most  common  injury, 
with  the  wrist  and  ankle  most  often  affected.  Here 
the  differential  diagnosis  between  sprain,  dis- 
location and  fracture  is  sometimes  very  difficult. 
If  it  happened  by  indirect  violence,  watch  your 
step.  Let  me  give  you  another  clinical  rule — 
localized  tenderness  is  just  as  important  a symp- 
tom in  traumatic  surgery  as  it  is  in  abdominal 
surgery.  Localized  tenderness  around  a joint 
ordinarily  means  fracture.  In  a joint  fracture 
tenderness  is  local  and  focal ; in  a contusion- 
sprain,  it  is  general  and  vocal. 

In  an  acute  sprain,  if  we  can  get  the  case  in 
the  first  hour  before  swelling  has  occured,  try 
to  get  the  joint  into  very  hot  water,  preferably 
running  water,  massage  it  for  a few  minutes,  then 
strap  it,  and  strap  it  hard.  Use  elastoplast : it 
is  ideal  for  joints.  If  it  is  an  ankle,  strap  it  up 
and  make  the  ankle  point  toward  the  place  where 
the  pain  is.  You  will  find  straps  or  3 inches 
wide  excellent.  At  the  upper  end,  split  them ; first 
for  a broader  base,  and  second  for  better  circula- 
tion. Exaggerate  your  position  so  that  the  foot 
turns  toward  the  place  of  pain.  Let  your  patient 
walk.  Teach  him  to  walk  with  the  aid  of  a chair, 
with  feet  flat  on  the  ground,  taking  small  steps. 
He  will  gain  confidence  by  having  something  to 
hang  onto  and  you  have  gotten  him  away  from 
the  crutch  habit,  as  well  as  having  restored  cir- 
culation. You  leave  on  the  straps  four  or  five 
days,  sometimes  ten  days.  If  you  like,  they  can 
have  physiotherapy.  I have  something  I call  the 
SOL  treatment.  S - soap,  O - oil,  and  L - light. 


I tell  the  patient  to  make  up  a solution  of  hot 
soap  suds,  take  two  wash  cloths,  and  apply  for 
ten  minutes  as  hot  as  possible,  then  apply  warm 
camphorated  oil  for  ten  minutes.  This  treatment 
is  repeated  twice  daily. 

What  about  plaster  of  paris  in  sprains?  I 
say  “No.”  My  belief  is  that  joint  cases  should 
be  treated  by  mobilizing  rather  than  by  immobiliz- 
ing. Do  not  make  it  necessary  for  the  patient  to 
get  over  the  treatment  as  well  as  the  injury. 

The  treatment  of  a wrist  sprain  is  the  same. 
Do  not  stop  at  the  wrist  joint,  bring  it  up. 

Foreign  bodies  in  the  knee  joint  are  a tre- 
mendous problem.  They  should  be  located  before 
any  attempt  is  made  to  remove  them.  Remember 
that  the  vulnerability  of  any  joint  to  infection  is 
great. 

Bursitis  occurs  primarily  in  the  shoulder  and 
at  the  knee  joint.  Let  us  consider  a subdeltoid 
bursitis  of  the  traumatic  type,  not  the  systemic 
type,  although  in  my  opinion  the  two  are  closely 
related. 

In  the  acute  shoulder  case  I use  elastoplast 
strapping.  Four  straps.  Again  I split  the  ends. 
Start  up  high  with  one  strap  and  go  down  to 
above  the  elbow.  With  the  second,  start  at  the 
scapula,  bring  it  over  onto  the  chest  wall,  and  so 
on,  so  that  there  is  an  elastoplast  shoulder  case.  In 
addition  give  injections  of  sodium  cacodylate. 
Why  this  helps  I do  not  know.  Give  enough 
sedatives  to  help  the  pain. 

In  subacute  shoulder  cases,  physiotherapy 
sometimes  is  good — diathermy,  short  wave  or 
long  wave. 

X-ray  your  cases.  Not  just  the  ordinary  AP 
and  lateral,  but  x-ray  around  the  clock,  otherwise 
you  will  miss  some  of  the  calcium  deposits.  If 
the  strapping  does  not  help,  find  the  spot  of  local- 
ized tenderness.  Keep  the  arm  at  the  side  and 
novocaine  that  area  with  one  or  two  percent.  Then 
with  your  needle  try  to  find  the  calcium  deposits. 
Put  the  novocaine  in  several  places  with  the  idea 
of  trying  to  hit  it. 

The  next  thing  is  to  wash  it  out.  The  two-way 
washout  helps  where  the  calcium  deposit  is  fairly 
liquid. 

Operate  when  the  pain  becomes  unbearable. 
Operation  is  incision  and  drainage,  and  it  is  suc- 
cessful. Sometimes  it  is  bilateral  and  the  patient 
can  have  these  without  any  manifestations.  They 
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are  sometimes  induced  by  trauma  and  sometimes 
by  a certain  type  of  injury. 

With  subdeltoid  bursitis  one  cannot  lift  a tele- 
phone or  a book,  or  put  on  a coat. 

Now  the  knee.  A direct  blow  is  ordinarily  the 
cause.  There  are  three  lines  of  treatment.  During 
the  acute  stage : rest,  cold  wet  dressing ; after 
48  or  72  hours : aspiration  with  or  without  in- 
jection of  some  irritating  medium  like  sodium 
morrhuate  ; and  finally,  if  they  fail  to  respond  to 
that  fairly  conservative  treatment : excision.  When 
you  excise  do  not  get  too  close  to  the  knee  joint, 
because  it  is  most  vulnerable  to  infection. 

Synovitis  of  the  knee  is  very  rarely  due  to  a 
direct  blow,  it  is  usually  indirect  trauma.  The 
best  treatment  is  early  aspiration.  Water  on  the 
knee  is  not  water,  it  is  not  a sero  synovitis,  it  is 
a hemorrhagic  synovitis.  In  aspirating  the  knee, 
I like  to  visualize  the  knee  as  the  face  of  a clock: 


Flex  the  knee  slightly,  put  the  patella  to  the  outer 
side,  using  the  under  surface  of  the  patella  as  a 
guide.  On  the  right  knee,  introduce  the  needle 
at  9 o’clock  and  push  it  to  12.  On  the  left,  intro- 
duce the  needle  at  3 o’clock  and  push  it  to  12. 
Use  a fairly  good  sized  needle.  Have  someone 
compress  the  knee  so  that  all  the  material  in  the 
bursa  comes  to  the  surface.  One  case  of  mine  had 
bloody  fluid  for  nine  weeks.  I think  aspirating 
the  knee  is  perfectly  safe  and  I advise  you  to  do 
it.  If  you  do  not  wish  to  aspirate,  the  next  best 
thing  is  massage,  by  an  expert  masseur.  Remem- 
ber there  is  no  muscle  in  the  body  that  atrophies 
quicker  than  the  quadriceps.  Teach  your  patient 
to  lift  the  leg  off  the  bed,  make  him  use  effort 
to  activate  the  quadriceps  to  prevent  atrophy  and 
lessen  disability.  And  start  it  right  away  because 
at  the  end  of  48  hours  you  will  be  amazed  at  the 
amount  of  shrinkage.  Make  your  patient  put  the 
good  leg  over  the  bad  one  and  try  to  lift  it  with 
the  bad  leg. 

Now  how  about  injury  to  the  cartilage  and 
the  subpatellar  fat  pad,  and  hypertrophic  syno- 
vitis? (I  call  them  the  adenoids  of  the  knee  joint). 
The  internal  semilunar  is  most  often  the  offend- 
ing cartilage.  I have  never  seen  a cartilage  injury 
due  to  direct  violence.  It  is  usually  due  to  ever- 
sion and  rotation,  as  in  a skiing  injury.  One  best 


bet  in  making  a diagnosis  of  cartilage  injury  is 
to  inquire  into  how  it  happened. 

Indirect  violence,  eversion  or  inversion  of  the 
leg  may  lead  to  one  of  three  things : synovitis,  or 
damage  to  the  semilunar  or  the  medial  ligament. 
If  you  have  a big  swollen  knee,  is  it  synovitis 
alone,  or  is  it  this  plus  something  else? 

The  vast  majority  of  injuries  involve  the  in- 
ner side  of  the  knee,  and  if  we  compare  our- 
selves to  the  four-footed  animals  we  can  see  why 
— our  upper  extremities  become  our  forelegs  and 
the  lower  ones  our  hind  legs. 

In  making  a diagnosis  look  at  both  knees  with 
the  patient  seated  on  the  table,  legs  dangling  over 
the  edge.  Look  at  the  good  knee  first.  Any  crepi- 
tus? Don’t  forget  the  stethoscope  in  trying  to 
pick  up  joint  pathology.  In  the  case  of  a cartilage 
it  will  be  amazing  what  you  can  get  through  the 
stethoscope.  Remember,  locking  is  one  of  the 
rarest  signs  of  a cartilage  injury.  If  you  find 
localized  tenderness  over  the  tip  of  the  condyle, 
you  have  an  injured  ligament;  if  tenderness  is 
brought  out  by  eversion  of  the  foot  or  by  exten- 
sion, you  have  a damaged  semilunar.  History  of 
an  eversion  type  of  violence,  pain,  swelling,  lo- 
calized tenderness,  are  the  three  signs  that  will 
put  it  into  the  ligament  or  semilunar  class.  The 
rest  are  corroborative  signs. 

The  treatment  is  the  same  *as  with  synovitis. 
Aspirate  or  have  it  massaged  and  put  in  some 
form  of  splint.  If  it  is  locked,  make  your  patient 
lie  down  flat  on  the  table,  swing  his  knee,  many, 
many  times.  Put  a thumb  over  the  internal  semi- 
lunar and  tell  him  to  kick  out  straight.  Press  your 
thumb  after  you  have  it  relaxed.  That  sometimes 
does  exceedingly  well.  The  second  method:  again 
flex  and  again  manipulate  it  many,  many  times ; 
have  an  assistant  hold  the  thigh ; give  it  a quick 
pull  down  and  then  extend  it.  If  that  does  not  do 
it,  put  him  face  down  on  your  table,  hang  the  leg 
over  the  side  of  the  table  and  tie  a weight  to  it 
to  give  it  traction.  Sometimes  it  is  necessary  to 
give  intravenous  anesthetic  and  reduce.  Then 
treat  it  as  if  it  were  not  a locked  case. 

Suppose  it  recurs?  Suppose  the  patient  says 
he  is  all  right  going  up  stairs  but  has  to  hang  on 
to  a bannister  going  down.  If  he  tells  you  that, 
it  is  in  internal  semilunar.  I let  them  have  one 
attack  and  operate.  The  results  are  good. 

In  acute  cases,  there  are  two  types  of  opera- 
tion. One  is  a large  medial  lateral  incision,  and 
the  other  is  the  small  incision.  In  the  case  of  acute 


144 


Moorhead 


Wounds 


case  we  can  make  a reasonably  small  incision. 
If  the  case  has  gone  on  for  a long  time  you  plan 
your  incision  so  that  you  can  do  an  exploratory. 
I do  them  under  spinal  anesthesia.  Don’t  put  in 
a stitch.  Heavy  dressing  is  indicated.  They  are 
usually  out  of  bed  in  five  days  and  out  of  the 
house  in  ten  days  or  two  weeks. 


WOUNDS 

December  5,  1941 

Every  wound  that  is  not  made  with  surgical 
intent  is  already  infected,  hence  our  problem  is 
essentially  the  treatment  of  infected  wounds.  The 
treatment  not  only  depends  on  the  type  of  wound 
the  source  of  wound,  and  the  type  of  individual 
affected,  but  it  is  predominantly  tied  up  with  the 
time  element.  We  have  here  what  I called  the 
“golden  period.’’  The  first  six  hours  are  the  es- 
sential period.  If  we  delay  beyond  the  six  hour 
period  we  have  not  only  the  wound  on  the  surface 
of  the  body,  not  only  tbe  initial  trauma  but  we 
have  the  additional  thing  of  infection. 

We  have  three  great  foes  in  all  trauma — shock, 
hemorrhage  and  infection ; and  there  are  the  Four 
Horsemen  in  trauma — death,  disability,  deformity 
and  despair.  If  we  would  control  that  quartet  we 
must  do  it  in  time. 

For  our  purposes  we  have  three  types  of 
wounds  : incised,  lacerated,  crushing. 

Incised  Wdunds 

The  incised  wound  is  just  as  great  a source 
of  infection  as  the  lacerated  wound.  When  they 
come  to  you  they  have  most  likely  had  first  aid 
treatment.  I don’t  care  what  they  do  so  long  as 
the  tissue  has  not  been  damaged.  If  I had  my  way 
I would  have  that  wound  covered  with  a sterile 
dressing  and  nothing  else.  If  the  case  comes  to 
you  in  the  first  six  hours  the  first  thing  to  do  is 
cleanse  it  with  soap  and  water,  plentifully,  until 
the  wound  is  as  surgically  clean  as  your  hands 
would  be  for  an  operation.  Then  dry  it.  Stop 
the  bleeding.  If  you  wish,  paint  the  edges  with 
any  antiseptic.  I don’t  like  to  put  antiseptic  into 
a raw  wound.  Then  drain.  A rubber  band  makes 
an  excellent  drain  in  some  cases ; an  ordinary 
pipe  cleaner  in  others,  particularly  in  wounds  of 
the  tortuous  type.  If  you  are  sure  of  the  source 
of  the  wound  and  sure  that  it  has  been  adequately 
cleansed,  I think  it  is  safe  to  suture,  but  let  us 
really  play  safe  and  not  suture  any  accidental 


wound.  Put  the  sutures  in  and  don’t  tie  them 
until  three  days  have  elapsed. 

Any  kind  of  sterile  dressing  may  be  used  for 
youi  incised  wound.  If  you  wish,  use  tbe  sulfa 
compounds.  The  essential  thing  is  to  fix  it  so  that 
the  wound  will  be  absolutely  immobile,  therefore, 
I say  use  a heavy  dressing,  and  if  it  is  a moving 
part,  put  a splint  on  it,  in  a comfortable  position. 

Lacerated  Wounds 

Whether  it  is  one  wound  or  a series  of 
wounds,  within  the  six  hour  period,  the  same 
procedure — soap  and  water,  dry,  paint  the  edges, 
remove  all  frayed,  devitalized  damaged  tissue  by 
debridement  with  a knife  or  scissors.  Skin,  mus- 
cle, fascia  are  excised  where  devitalized.  Debride 
until  you  have  your  three  criteria:  a)  until  it 
bleeds;  b)  until  it  has  a normal  color  and  looks 
clean;  and  c)  if  it  is  muscle,  until  it  contracts. 
The  next  thing  is  hemostasis ; then  drying  out  the 
wound;  then  placing  of  sutures.  Use  non-absorb- 
able  suture,  deeply,  taking  in  all  tbe  tissues ; do 
not  tie  until  end  of  the  third  day.  Use  a heavy 
dressing  and,  if  a mobile  part,  a splint. 

Crushing  Wounds 

These  are  the  cases  with  great  macerations, 
in  which  surgical  judgment  is  infinitely  important. 
What  are  the  indications  for  taking  off  a limb? 
The  rule  is — and  it  is  an  infallible  rule — to  ampu- 
tate for  the  following : 

( 1 ) Extensive  damage  to  the  vascular  supply 

(2)  Extensive  damage  to  the  soft  parts,  mus- 

cles and  tendons 

(3)  Extensive  damage  to  the  bone 

(4)  Extensive  damage  to  tbe  neural  supply. 
Are  there  any  exceptions?  Yes,  in  a working  man, 
it  is  very  much  better  to  take  off  a finger  than  to 
have  him  go  on  with  an  osteomyelitis.  Don’t  let 
us  forget  the  old  surgical  axiom  “once  an  osteo 
always  an  osteo.”  A limb  that  is  going  to  be  a 
mess  as  far  as  function  is  concerned  is  also  an 
exception. 

In  an  emergency  we  do  a chop  amputation 
rather  than  a shaped  amputation.  In  the  lower  ex- 
tremity I like  an  amputation  through  the  leg 
rather  than  through  the  ankle  joint. 

Infected  Wounds 

Let  us  call  the  period  after  six  hours  the  in- 
fected state.  Personally  in  these  cases  I prefer 
to  do  no  surgery  until  there  are  certain  definite 
indications.  I try  to  focalize  it  by  hot  wet  dress- 
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ings — I don’t  care  what,  just  so  they  are  wet  and 
hot.  I like  several  layers  of  gauze  with  a Dakin 
tube,  a fenestrated  tube,  with  the  solution  going 
through.  After  I have  it  focalized  and  have  given 
sulfa  drugs  by  mouth,  I can  do  something  if  certain 
indications  are  present : 

( 1 ) Definite  localized  fluctuation 

(2)  Localized  tenderness 

(3)  Localized  induration. 

Do  not  operate  for  lymphadenitis  and  lymphangi- 
tis. 

And  when  I cut  I try  to  keep  within  the  area 
of  infection  and  keep  out  of  the  clean  part,  other- 
wise there  may  be  a blood  stream  infection. 

When  to  give  tetanus  antitoxin  and  when  to 
give  gas  gangrene  antiserum?  In  soil-contami- 
nated wounds,  in  firearm  wounds  and  in  crushing 
wounds.  I think  it  important  to  test  your  patients 
for  wheals.  It  is  safer  to  give  it  than  not  to  give 
it.  Remember  also  that  occasionally  in  burn  cases 
we  get  a case  of  tetanus. 

Healing 

Generally  speaking,  what  wounds  heal  better? 
Those  from  the  neck  up — the  face  wound  will  heal 
well.  On  the  scalp,  if  it  is  well  shaved,  it  will  or- 
dinarily heal  well.  The  reverse  is  the  case  with  the 
shin  and  hands — they  heal  poorly.  When  the  time 
comes  for  the  wound  to  be  given  some  aid  in 
healing  I like  to  give  it  exposure  to  sunlight  or 
electric  light.  This  gives  me  greater  granulation 
surface.  Ten  minutes  of  light  twice  a day,  gra- 
dually increasing  to  one-half  hour  twice  daily 
using  the  sun  or  an  unfrosted  bulb  twelve  inches 
away.  Of  course,  you  don’t  need  artificial  sun- 
light in  Hawaii. 

For  the  wound  that  is  foul  smelling,  sunlight 
is  very  good.  My  favorite  dressing  that  is  par- 
ticularly valuable  at  night  is  equal  parts  of  cam- 
phorated oil  and  mineral  oil.  For  something  more 
active  try  scarlet  red,  a dram  to  an  ounce,  either 
paste  or  liquid.  Also  to  aid  in  granulation  and 
reduce  odor,  if  sunlight  does  not  do  it,  solution 
of  potassium  permanganate  1 :500  will. 

For  the  patient  who  just  is  not  doing  well, 
who  won’t  eat,  won’t  sleep,  whose  temperature 
is  up  a little,  whose  blood  count  is  not  what  it 
should  be  and  whose  wound  is  sluggish,  try  re- 
peated small  transfusions.  That  is  the  best  pre- 
scription for  systemic  infections.  There  are  two 
excellent  clinical  indices  of  progress — if  the  pa- 
tient can  sleep  and  if  he  can  eat.  And  don’t  forget 


to  look  at  his  tongue,  to  find  out  if  he  is  dehy- 
drated. There  is  a lot  of  talk  about  sending  things 
to  the  laboratory,  but  the  tongue  is  an  excellent 
indication. 


Summary 
W onnds 

Every  wound  not  made  with  surgical  intent  is  infected. 
Golden  Period  for  treatment — first  6 hours  post-trauma. 


1 

Cleanse 

Soap 

Debride 

Sulfa 

Drain 

Suture 

Splint 

Incised  < 

& 

L water 
f Soap 

or 

+ 

+- 

Lacerated 

\ & 

C water 

f Soap 

++ 

+ 

+ 

+ 

Crushing* 

& 

b water 

+4 — b 

+ + 

++ 

+ + 

Injected  Wounds 

Early  treatment:  hot  wet  dressings  of  mag.  sulph.,  ac. 
bor.,  saline. 

Late  treatment : same,  until  localized,  then  incision,  sul- 
fonamide, drain,  splint. 

Do  not  incise  for  cellulitis,  lymphangitis  or  lympha- 
denitis. 

Give  tetanus  and  gas  gangrene  anti-sera  in 
f Soil  contaminated 
•j  firearm  in  muscled  area  \ wounds. 

[ crushing  J 

Best  drains : 

(1)  Rubber  band,  glove-finger  or  tubing. 

(2)  Pipe  cleaner. 

(3)  Gauze  (oiled)  only  to  stop  bleeding,  or  to  keep 
edges  apart. 

Remove  early,  1-3  days. 

Healing : Scalp  and  face  heal  kindly. 

Hand  and  shin  heal  poorly. 

Sutures : Use  non-absorbable  interrupted  sutures  of  silk, 
silkworm.  Primo-secondary,  or  delayed  suturing  is  the 
method  of  choice  in  any  wound  with  signs  of  contusion ; 
hence  safest  in  auto  accidents. 

Granulation  : To  aid  granulation  use  sunlight  or  electric 
light,  or  oil.  camph.  1 part  and  mineral  oil  3 parts. 
Odor:  To  reduce  odor,  use  sunlight  or  elec,  light,  or 
potass,  permang.  1 : 500. 

Sulfa  drugs:  For  potential  or  actual  infection,  use  sulfo- 
namides on  the  wound,  IS  grains  to  oz.  of  min.  oil  or 
vaseline,  and  also  internally. 

Erysipelas:  streptococcus  cellulitis:  Sulfonamides  are 

specific. 

Transfusions:  repeated  small  transfusions  are  best  treat- 
ment for  systemic  infection. 

From  author's  forthcoming  book:  “Clinical  Traumatic 
Surgery”,  W.  B.  Saunders,  publishers. 
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BURNS 

Sunday,  December  7,  1941 
9 :00  a.m. 

Dr.  Moorhead  had  barely  started  to  lecture 
on  the  subject  of  burns  when  the  call  came  for 
surgeons  to  go  immediately  to  Tripler  Hospital. 
He  joined  the  twenty  or  thirty  civilian  physicians 
who  started  out  immediately. 


RETROSPECT 

December  11,  1941 

Meeting  of  the  Honolulu  County  Medical  Society 
to  review  the  experiences  of  the  7th  and  to 
present,  with  Dr.  Moorhead  as  spokesman, 
uniform  rules  and  regulations  for  the  treatment 
of  certain  types  of  cases,  adopted  by  the  special 
committee. 

A lot  has  happened  since  we  met  here  last 
Sunday  morning.  How  fortunate  that  the  schedule 
of  lectures  had  been  re-arranged  so  that  we  had 
the  lectures  on  the  treatment  of  wounds  before 
the  7th  and  were  prepared  when  the  necessity 
arose  to  put  our  knowledge  into  mass  application. 

Since  then  they  have  taken  off  my  civilian 
clothes  and  put  me  in  these.  I am  in  the  army 
now. 

Never  in  all  my  experience — and  I was  19 
months  abroad  and  was  commanding  officer  at 
an  evacuation  hospital — not  even  in  the  Argonne, 
in  the  8 months  I served  with  the  French,  did 
I ever  see  so  many  seriously  injured  men  admitted 
to  a hospital  in  such  a short  period. 

What  happened  at  Tripler,  with  400  major 
casualties  coming  in  steadily  from  7 :50  AM  to 
1 :50  PM,  would  have  happened  in  any  hospital ; 
in  the  best  hospitals  of  New  York  City  or  any 
other  place,  prepared  or  unprepared ; there  would 
be,  inevitably,  confusion.  There  was  confusion. 
There  was  difficulty  in  getting  supplies  for  a 
time.  There  was  a shortage  of  supplies  for  a 
time.  But  let  me  say  to  you  that  1 am  proud 
of  that  outfit ; I am  proud  to  have  been  associated 
with  it.  When  I say  “that”  outfit  I mean  the 
surgeons  of  your  own  group  and  the  personnel 
connected  with  the  hospital.  I have  had  occasion 
to  say  in  several  places  that  to  have  been  asso- 
ciated with  you  was  one  of  the  great  privileges 
of  my  career. 

Confusion 

Now  if  we  had  it  to  face  again  tomorrow, 
there  are  certain  questions  we  should  be  asking 


ourselves.  How  can  we  avoid  the  confusion? 
What  were  the  things  we  should  have  done? 

1.  We  should  have  patients  better  prepared 
before  they  come  to  the  operating  rooms,  with 
fluids,  plasma,  or  blood  transfusions ; 

2.  We  should  have  teams  of  surgeons — one 
team  for  abdominal  surgery,  one  for  thoracic 
surgery,  and  so  on  ; 

3.  We  should  have  surgeons  working  with 
assistants  who  are  used  to  working  with  them; 

4.  We  should  have  a willingness,  a mental 
elasticity,  to  change  from  civil  surgery  conditions 
of  the  leisurely  type  to  the  sudden  emergency 
conditions  of  the  military  type. 

War  Surgery 

War  surgery  is  not  civil  surgery.  Let  us 
understand  that  as  an  essential  thing.  You  can- 
not do  surgery  under  these  circumstances  in  the 
same  way  as  you  would  under  civil  conditions. 
Your  object  is  to  save  life  (1)  by  preventing 
hemorrhage,  (2)  by  allaying  shock,  and  (3)  by 
every  possible  effort  to  prevent  infection.  Plas- 
tics— no.  Elaborate  operations — no.  Sutures — no ! 
This  is  an  emergency  situation.  This  is  no  time 
and  no  place  for  the  refined  surgery  of  the  ordinary 
operating  days  in  our  own  hospitals. 

Many  of  the  things  I will  say  will  be  contro- 
versial, but  bear  in  mind  that  we  are  in  an  emer- 
gency. Let  us  decide  here  and  now  to  proceed 
in  only  one  way,  and,  without  being  egotistical, 
I can  say  to  you  that  this  way  will  work — it  will 
save  lives.  Let  us  not  get  into  controversies  as 
to  the  relative  merits  of  this  drug,  or  that  method, 
or  this  dressing ; and  let  us  not  get  off  into  schisms 
and  dogmas,  but  proceed  along  one  line. 

Yesterday  I looked  over  personally  and  dressed 
104  of  these  cases  in  various  wards  and  I saw 
only  one  case  that  had  pus.  Can  you  beat  that 
in  civilian  life?  Therefore,  I tell  you,  I know 
from  recent  experience  and  I know  from  past 
experience  that  this  works  and  I recommend  it 
to  you  as  the  road  to  follow : 

Cleansing 

Many  of  these  men  come  in  to  us  in  a dirty 
condition  with  mud  and  oil.  Mind  you  how 
absurd  it  is  to  wash  our  hands  for  15  minutes, 
and  to  put  on  a fine  clean  gown  and  clean  gloves, 
unless  we  thoroughly  cleanse  the  area  and  the 
wound  itself.  How  do  we  clean  it  ? With  soap 
and  water,  more  soap  and  water,  and  more  soap 
and  water,  using  a brush  that  is  not  stiff,  or 
gauze,  cleansing  the  interior  of  the  wound  last. 
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Dry  the  wound  and  the  part  surrounding  and 
coat  the  latter  with  iodine.  Then  you  are  ready 
to  proceed  with  your  first  act  of  debridement  and 
to  find  your  foreign  body. 

Debridement 

We  know  that  organisms  can  live  only  on 
dead  or  dying  tissue.  What  is  the  best  culture 
medium  under  heaven?  Bouillon.  And  the  best 
bouillon  that  ever  could  be  is  the  autogenous 
bouillon  that  is  made  up  of  tissue,  of  macerated 
muscle,  and  blood,  maintained  at  body  temperature 
in  a covered,  dark  place.  We  must  beat  the  organ- 
isms to  it  by  starving  them  out.  We  will  cut  off 
their  food  supply  by  robbing  them  of  all  bruised 
and  devitalized  tissue  and  giving  them  nothing 
on  which  to  thrive.  That  is  the  basis  of  debride- 
ment. 

Debridement  comes  from  the  French  word, 
meaning  “unbridling.”  It  means  excising  with 
a knife  or  scissors.  Excise  until  three  things 
happen — the  criteria  of  debridement — (1)  excise 
until  you  get  a normal  color;  (2)  excise  until  it 
bleeds,  and  (3)  excise  until  (if  it  is  muscle) 
it  contracts.  These  are  the  basic  things  that  go 
to  define  adequate  debridement.  In  some  cases 
you  may  have  to  cut  off  1/4  inch,  in  others  1/32, 
but  do  it  so  that  the  outside  part  is  widest.  As 
you  get  to  the  depth  of  your  damage  you  have 
a V-shaped  hole. 

Now  you  are  ready  for  the  second  act  of 
debridement.  There  will  be  some  tiny  frayed 
edges  around  the  wound  that  must  be  removed. 
The  French  call  it  cplouchage — “plucking  out  the 
feather”  edges. 

Sulfa  Drugs 

We  dry  out  our  wound  and  fill  it  with  sulfa- 
nilamide or  sulfadiazine.  When  I say  fill  it,  I 
mean  fill  it. 

Suture 

Do  we  suture?  We  do  not  suture  up  any 
zvound  completely.  We  put  in  our  stitches — -silk 
or  gut,  or  cotton,  interrupted.  We  do  not  tie 
them,  we  leave  them  there.  If  at  the  end  of  three 
days  there  is  no  evidence  of  infection,  no  redness, 
no  discoloration,  no  crepitation,  no  local  or  general 
septic  signs,  we  draw  all  these  stitches  together. 
That  is  primary-secondary  suture,  and  it  is  a 
life-saver.  If  you  would  save  lives,  if  you  would 
prevent  death,  disability  and  disaster,  do  not 
forget  primary-secondary  suture  in  civil  as  well 
as  military  cases. 


Dressings 

Let  your  dressings  be  massive.  The  inner 
layers  should  be  of  sterile  gauze,  the  outer  of 
ordinary  cotton ; and  the  latter  do  not  need  to  be 
sterile.  Resolve  to  make  your  dressing  a splint. 
Wherever  a joint  is  crossed  by  your  wound  or 
debridement,  support  it.  Keep  it  in  a comfortable 
position,  in  a position  of  physiological  rest. 

Postoperative  Care 

Give  a sulfa  drug,  1 Gm.  every  4 hours  for 
the  first  4 days  routinely.  If  they  get  a toxemia, 
cut  down  the  drug.  Dress  them  the  next  day,  and 
don’t  put  on  dry  gauze.  Have  it  moistened  in 
sterile  mineral  oil,  or  equal  parts  of  mineral  oil 
and  vaseline,  and  be  sure  to  have  it  oily  for  one 
or  two  layers  next  to  the  raw  surface. 

Gas  Gangrene 

Suppose  24  hours  have  elapsed  and  the  wound 
has  a brownish  or  watery  discharge ; the  tissues 
you  debrided  no  longer  look  healthy  and  red,  they 
look  brick  red ; and  when  you  get  your  nose  down 
in  the  wound  it  smells  of  dead  animals  or  garlic. 
Then  feel  the  margins  of  the  wound,  and  if  they 
are  brawny  and  hard,  get  a culture  to  the  labora- 
tory immediately.  Without  waiting  for  the  la- 
boratory report,  open  the  wound  wide,  for  you 
are  on  the  way  to  a possible  gas  gangrene.  Re- 
member the  local  signs : 

( 1 ) Discharge,  watery  and  brown. 

(2)  Brawny  discoloration  around  the 
edge  of  the  wound, 

(3)  Smell. 

(4)  Localized  crepitation,  although  this 
may  be  a later  sign. 

Don't  wait  for  your  laboratory  report.  If  these 
things  are  present,  excise  immediately  and  ruth- 
lessly. Because  the  gas  gangrene  organism  is  a 
selective  one,  excise  the  whole  muscle,  making  a 
libera!  incision  because  if  in  the  next  twelve  hours 
you  have  not  cleared  that  spot,  amputation  is  your 
only  hope. 

At  the  first  sign,  anti-gas  serum  should  be 
used,  and  the  first  dose  is  three  times  the  or- 
dinary dose,  just  as  in  tetanus.  After  that  give  it 
every  4 hours  or  every  8 hours,  as  the  indication 
may  be. 

Suppose  it  is  an  ordinary  pus  producer.  With 
or  without  a laboratory  determination  as  to  whe- 
ther it  is  a staphylococcus,  streptococcus  or  other 
infection,  use  a wet  dressing  of  iodine  solution. 
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azochloramide,  or  a solution  of  sulfa  drug,  15 
grains  to  the  ounce.  If  there  seems  to  be  any  burn- 
ing do  not  wait ; put  a pair  of  forceps  in  and  open 
it  up,  bat  do  not  cat.  The  knife  is  an  excellent 
means  of  producing  metastasis,  and  you  may  give 
the  patient  a blood  stream  infection  if  you  cut. 

Amputation 

We  are  still  now  in  the  emergency  class.  When 
do  we  amputate?  What  are  the  indications  for 
amputation  ? 

(1)  Damage  to  the  main  blood  supply; 

(2)  Damage  to  the  main  soft  part  coverage; 

(3)  Damage  to  the  main  neural  supply; 

(4)  Damage  to  the  main  osteal  structure. 

Count  out  damage  that  is  irreparable — that  will 
not  respond  either  to  immediate  or  subsequent 
repair,  damage  in  which  we  know  if  infection 
takes  place  it  will  kill  the  patient.  Ordinarily  the 
damage  is  a combined  damage,  not  to  the  vascu- 
lar, neural,  or  soft  part  supply  alone,  not  to  the 
osteal  alone,  but  to  two  or  three  of  them.  If  so, 
amputate.  When?  Now.  And  this  amputation  is 
a so-called  guillotine,  a chop  amputation  that 
severs  everything  at  the  same  level  and  is  left  wide 
open.  It  is  not  sutured.  This  is  not  the  time  for 
plastics.  It  is  a chop  amputation  and  done  straight 
through  at  the  level  of  your  combined  fracture,  or 
at  the  level  of  the  greatest  damage  to  the  soft 
part  coverage. 

Blood  and  Plasma 

As  an  outcome  of  our  round  table  delibera- 
tions, we  have  decided  that  as  a means  of  com- 
bating shock  or  hemorrhage,  whole  blood  is  the 
method  of  choice.  If  whole  blood  is  unavailable, 
then  plasma  is  the  next  best.  In  burns,  plasma  is 
to  be  preferred.  We  also  give  saline,  with  or  with- 
out 5%  glucose. 

Pain 

Do  not  forget  the  pain  these  people  have. 
Courage  is  not  the  rare  thing  with  these  boys,  it 
is  the  ordinary  thing;  and  when  these  boys  have 
pain,  do  not  give  them  l/s  gr.  of  morphine,  or  Y\ 
gr.,  give  them  l/2  gr.,  and  keep  giving  it  to  them 
according  to  their  needs.  When  an  individual  is 
injured  in  battle,  it  hurts.  Do  not  forget  the 
psychic  effect  of  lying  in  bed  with  your  arm  or 
leg  gone  and  listening  to  an  impending  attack 
from  above  and  thinking  you  may  have  to  take 
it  again. 

Let  me  tell  you  that  if  you  will  follow  out  the 
scheme  as  outlined  to  you  here,  you  will  be  re- 


warded by  the  saving  of  life  and  limb,  and  by  a 
very  remarkable  lessening  of  not  only  mortality 
but  also  morbidity. 

Discussion. 

Dr.  Strode — Regarding  chest  wounds,  in  an  emergency 
there  is  no  time  to  look  for  foreign  bodies.  If  they  are 
obvious  and  easily  removed,  it  should  be  done,  other- 
wise they  should  be  left.  In  closing  the  wound  put  in 
a tube  leading  into  a bottle  of  water  under  the  bed. 
The  chest  should  be  aspirated  following  return  from 
surgery  if  there  is  evidence  of  hemothorax. 

There  were  too  many  men  operated  on  that  day 
that  were  in  shock.  They  should  have  been  given  blood, 
saline,  and  preliminary  medication. 

I have  dressed  several  hundred  of  these  wounded. 
We  have  not  had  much  infection,  but  I am  not  as 
optimistic  as  Dr.  Moorhead.  I think  in  another  day  or 
two  we  are  going  to  have  plenty  of  infection. 

I have  seen  many  who  have  been  treated  incorrect- 
ly. Some  were  sewed  through  and  through,  some  were 
packed  with  gauze.  In  a few  days,  I fear,  we  are  going 
to  have  some  very  severe  infections  that  could  have 
been  prevented. 

I can  only  emphasize  what  Dr.  Moorhead  said  about 
gas  gangrene.  The  only  sign  we  could  detect  was  an 
odor  and  the  brownish  discharge.  No  evidence  of 
gas  or  crepitation,  but  a characteristic  odor  which 
could  not  be  missed. 

Dr.  Judd.  One  important  thing  is  the  anesthesia.  Don’t 
kill  these  fellows  with  the  anesthesia.  In  my  opinion, 
if  you  have  no  expert  anesthetist,  give  ether  by  the 
drop  method ; it  is  the  safest  to  give  in  an  emergency. 
I am  afraid  of  these  spinal,  intravenous  and  rectal 
anesthesias.  If  you  have  to  use  an  untrained  man  or 
woman,  get  an  open  mask,  or  a newspaper  and  a piece 
of  towel,  and  drop  in  the  ether. 

This  is  the  third  war  I have  been  in.  I was  sick  to 
see  at  Queen’s  Hospital  little  children  and  women 
with  arms  and  legs  off.  It  is  a dirty  way  to  fight  a 
war.  If  we  could  only  get  back  to  the  battlefield ! 

The  sulfa  drugs  are  a great  blessing,  but  do  not 
expect  miracles  of  them.  They  aren’t  worth  a damn 
if  the  wounds  are  not  properly  treated. 

The  little  tags  of  tissue  Dr.  Moorhead  spoke  of  are 
very  important.  They  are  just  the  things  that  the 
bugs  want  to  eat. 

Regarding  guillotine  amputation,  I would  suggest 
that  you  put  a couple  of  silk-worm  stitches  over  the 
artery,  that  make  a little  tension  over  it.  We  used  to 
sew  a little  muscle  over  the  femoral  artery  to  support 
it.  Have  a tourniquet  at  the  top  end  of  the  bed  and 
teach  the  patient  to  use  it.  If  that  femoral  artery  breaks 
loose,  he  will  die  in  a few  minutes  unless  he  uses  it. 
I am  always  afraid  of  the  secondary  hemorrhage. 
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BURNS 

December  22,  1941 

What  is  a burn?  I have  for  a long  time  called 
it  an  injected  wound  due  to  heat.  If  we  put 
burns  in  the  infected  class  right  from  the  start, 
it  will  get  us  away  from  the  carron  oil  and  smear 
treatment.  You  men  doing  first  aid  work  must 
recognize  the  fact  that  a third  degree  burn  or 
an  extensive  second  degree  burn  demands  hospital 
treatment  and  not  first  aid  treatment. 

Causes  of  Burns 

A burn  is  an  infected  wound  due  to  heat ; 
heat  generated  from  a thermal,  electrical,  chemical, 
radiation  or  emanation  source.  The  three  com- 
monest sources  are  flame,  contacts  and  scalds 
produced  either  by  liquids  or  hot  metals. 

Electric  burns  are  not  primarily  due  to  elec- 
trical contact ; mostly  they  occur  from  an  arcing 
contact.  Many  people  believe  that  electricity  pro- 
duces a particular  type  of  burn.  My  experience 
is  that  it  does  not.  If  I had  my  choice  I would 
take  the  electric  burn  lrecause  it  is  a cautery  type 
of  burn,  the  kind  we  use  in  therapy.  Electric 
burns,  while  they  are  ordinarily  third  degree, 
are  relatively  painless,  and  are  the  most  harmless 
from  the  standpoint  of  immediate  symptomatology 
and  eventual  outcome.  It  is  the  clothing  catching 
fire  in  an  electric  burn  that  causes  the  multiplicity 
of  burns. 

Burns  among  children  are  likely  to  be  of  very 
lethal  character  because  children  do  not  do  well 
with  certain  burns.  Women  do  very  badly  also. 
Not  so  much  that  they  cannot  stand  the  shock, 
but  because  of  the  type  of  clothing  they  wear. 

Pathogenesis 

Burns  can  be  divided  into  three  stages : redness, 
inflammation ; exudation ; and  healing,  or  cicatrix 
stage. 

I do  not  knowr  anything  that  is  more  charac- 
teristic from  a pathological  standpoint  than  the 
manifestation  of  burns.  Nature  resents  an  as- 
sault from  any  external  source.  She  gets  very 
angry,  she  swells  up  and  gets  red  and  causes  pain ; 
the  surface  is  hot.  After  the  anger  subsides,  being 
very  feminine,  she  weeps  and  we  have  the  stage 
of  tears,  exudation.  After  that  the  tears  dry  up 
and  she  carries  the  scar.  That  is  just  as  true  of 
typhus  fever,  pneumonia,  grip  or  a cold  in  the 
head  as  it  is  of  a burn.  Nature  reacts  in  those 
three  ways  wherever  she  is  irritated  or  assaulted. 

Management 

First  degree  burns — the  minor  degree,  the 
superficial  degree — are  characterized  by  the  or- 


dinary signs  of  inflammation,  p.h.s. — pain,  heat, 
and  swelling.  In  the  first  degree  burn  the  shock 
element  is  out.  Treatment  is  any  kind  of  wet 
dressing.  Bicarbonate  of  soda,  5%,  is  my  favorite, 
if  it  is  available.  Mineral  oil,  if  fresh,  is  good. 
These  burns  do  not  concern  us  much,  but  be 
careful  about  patients  who  may  also  have  inhaled 
flame.  Look  out  for  bronchial  symptoms. 

Second  degree  burns  are  characterized  by 
signs  of  first  degree  burns  plus  weeping  and 
exudation  of  serum.  If  that  serum  becomes  in- 
fected, as  it  w'ill  by  surface  organisms,  we  have 
pus.  I have  a rule  never  to  bother  a bleb  until 
it  interferes  with  my  dressings.  When  the  time 
comes  to  puncture  it,  do  not  puncture  from  the 
top,  it  should  be  punctured  from  its  base.  It 
must  be  done  aseptically,  after  coating  with  iodine. 
Let  the  sound  tissue  level  be  your  guide.  Push 
it  free  from  your  base  and  not  from  the  top. 

Treatment:  Second  degree  burn  is  an  in- 

fected wound  due  to  heat,  with  a break  in  tbe 
skin.  Wash  it  off,  with  gauze  sponges,  soap  and 
water,  followed  by  plain  water.  Put  on  an  aseptic 
dressing.  Vaseline  gauze  is  good ; mineral  oil 
is  good,  if  you  are  sure  it  is  clean.  And  remember 
to  force  fluids.  If  patient  is  in  pain,  give  some- 
thing to  stop  the  pain,  j4  or  E?  grain  of  morphine, 
if  necessary.  One  of  the  best  ways  of  preventing 
subsequent  shock  is  by  giving  a larger  dose  of 
morphine. 

When  we  come  to  the  next  class,  the  third 
degree  burn,  we  are  getting  into  the  lacerated, 
extensive  wound  class,  and  we  have  now  particu- 
larly an  ulcerated  surface  to  deal  with.  If  it  is 
a localized  third  degree  burn,  it  is  a hospital  case. 
If  it  is  a generalized  third  degree  burn,  it  is 
doubly  a hospital  case.  Put  on  a primary  sterile 
dressing,  and  get  these  patients  to  the  hospital. 
At  the  hospital  the  burned  area  is  washed  off  with 
soap  and  water,  and  the  patient  should  be  under 
an  anesthetic — a big  dose  of  morphine,  and  an 
intravenous  anesthetic.  Debride.  Take  off  the 
raw  surfaces  of  the  skin.  Render  that  surface 
just  as  clean  as  if  you  were  trying  to  render  clean 
a lacerated  wound  deep  in  the  tissues.  Put  on 
a dressing  of  a sulfa  drug,  in  vaseline  on  gauze ; 
or  15  grains  to  the  ounce  in  mineral  oil.  Keep 
that  surface  covered  unless  there  is  some  indica- 
tion for  changing  it.  Pain,  odor,  discharge,  or 
elevated  temperature  are  indications  for  changing 
the  dressing  within  three  days. 

Shock 

This  patient  has  shock,  or  will  get  shock. 
There  are  two  kinds  of  shock.  The  first  kind 
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is  immediate,  directly  after  the  accident;  second- 
ary shock  is  within  three  to  four  days,  or  it  may 
he  delayed  for  ten  or  twelve  days,  principally  in 
children.  If  you  have  plasma,  give  it  by  all  means. 
Plasma  should  he  given  in  divided  doses,  300  to 
500  cc.  and  repeat.  Saline,  glucose,  are  all  right, 
hut  plasma  is  the  thing.  Do  not  forget  to  treat 
pain,  too. 

A lot  of  work  has  been  done  in  regard  to 
the  cause  of  shock  in  burns,  and  several  different 
theories  have  been  advanced.  What  the  actual 
basic  cause  of  the  shock  in  burns  may  be,  does 
not  concern  me ; it  is  the  fluid  loss  which  occupies 
my  attention.  The  shock  which  occurs  between 
the  10th  and  14th  day  is'  said  to  be  due  to  the 
absorption  of  toxic  material  from  the  burned  area. 
Various  estimates  have  been  made  as  to  the  ratio 
of  burn  area  to  the  surface  of  the  body  that  will 
result  in  a fatal  burn.  I have  known  burns  to 
be  fatal  when  they  involved  very  small  parts 
of  the  body,  and  I have  known  some  cases  to 
survive  when  large  areas  were  involved.  I doubt 
very  much  if  anyone  can  estimate  it  in  terms  of 
inches.  It  is  not  so  much  a matter  of  inches  as 
it  is  a matter  of  the  intrinsic  shock  with  which 
it  is  associated. 

Complications 

For  first  and  second  degree  burns  on  the  face, 
start  your  patient  chewing  gum  ; it  will  help  pre- 
vent contractures.  Prevention  of  contractures  is 
very  important.  In  any  burn,  anticipate  contrac- 
ture and  force  patients  to  make  motion.  Force 
them  to  angulate.  Don't  forget  to  give  fluids  by 
mouth  as  well  as  by  any  available  method  that 
is  possible.  Do  not  forget  the  advantages  of  im- 
mersing extensive  burns  in  a tub  containing  a 
solution  of  bicarbonate  of  soda.  Tub  treatment 
is  also  good  for  taking  off  dressings ; for  soaking 
them  off.  Dressings  should  he  patted  gently  until 
soaked  off. 

Other  complications  are  of  the  G-I  type : nau- 
sea, vomiting,  bloody  bowel  movements.  Along 
about  the  second  week,  ulcer  of  the  duodenum  or 
jejunum  sometimes  occurs.  Kidneys  sometimes 
become  affected.  Painful,  adherent  scars  and  defi- 
nite contractures  are  later  serious  complications. 

A localized  third  degree  burn  is  a very  cleat 
indication  for  early  excision  and  immediate  graft- 
ing with  pinch,  sliding,  or  Thiersch  grafts.  When 
it  comes  to  the  stage  of  giving  treatment  for  the 
contractures,  we  have  various  treatments,  but  we 


do  not  attempt  to  do  the  plastic  work  in  the  period 
of  activity.  In  our  organization  we  have  a code: 

1st  to  4th  day  - primary  period. 

4th  to  8th  day  - infected  period. 

9th  to  12th  day  - period  for  elective  operation. 
In  the  first  period,  everything  is  red  hot — no 
elective  surgery.  In  the  second  period — hands 
off.  The  third  period  is  for  surgery. 

First  Aid 

There  are  dozens  of  things  that  are  used  for 
burns,  but  with  simple  and  perfectly  ordinary 
treatment,  the  first  and  second  degree  burns  will 
respond  well  if  we  do  not  infect  it.  The  third 
degree  burns  are  potentially  major  casualties  and 
should  be  given  hospital  treatment.  They  should 
be  regarded  as  exudative,  lacerated  wounds.  The 
most  necessary  thing  for  those  cases  is  debride- 
ment and  sterile  dressing.  Much  has  been  done 
in  regard  to  shock  treatment  in  burns  and  shortly 
we  may  be  able  to  avail  ourselves  of  some  of  the 
laboratories’  findings. 

Tannic  Acid 

Personally  I have  always  objected  to  an 
occluding  dressing  on  any  exudating  surface. 
Tannic  acid  on  first  and  second  degree  burns  I 
think  is  excellent.  In  third  degree  burns  I do 
not  like  it.  My  selective  treatment  for  first  and 
second  degree  burns  is  bicarbonate  of  soda,  and 
for  the  third  degree  I prefer  the  sulfa  drugs. 
Besides  tannic  acid  in  the  first  and  second  degree 
burns  there  are  the  various  dyes, — gentian  violet, 
methylene  blue,  mercurochrome.  I do  not  care 
much  what  is  used  so  long  as  it  makes  a non- 
occlusive and  aseptic  dressing. 

Summary 

Let  me  leave  this  with  you — a burn  is  an 
infected  wound  due  to  heat,  and  if  we  would 
prevent  the  effects  of  burns  and  shock,  let  us 
realize  that  third  degree  burns  demand  that  same 
type  of  debridement  we  found  so  useful  that  Sun- 
day morning.  Let  us  also  realize  that  these  third 
degree  burns  are  hospital  cases  and  that  they 
should  be  accorded  the  same  type  of  operating 
room  treatment  as  any  other  form  of  traumatic 
surgery.  And  do  not  forget  to  stop  pain  and  make 
sure  your  patient  has  an  abundance  of  fluids. 
And  when  the  time  comes  to  combat  shock,  I 
should  say  that  almost  specific  treatment  is  to  use 
plasma  in  preference  to  any  other  form  of  blood, 
either  whole  blood  or  blood  derivative. 


151 


Hawaii  Medical  Journal 


January  1942 


TENDONS  AND  NERVES 
Tendons 

In  any  trauma  or  injury  to  tendons  let  us 
remember  what  we  have  from  an  anatomical 
standpoint.  A tendon  is  the  lower  end  of  a muscle. 
Its  characteristics  are  (a)  great  holding  power; 

(b)  ability  to  withstand  trauma  and  infection; 

(c)  capability  of  a very  considerable  degree  of 
re-education.  In  all  the  tendon  injuries  we  meet 
in  civil  and  military  life,  those  to  the  tendons  of 
the  hand  and  wrist  are  the  most  serious.  There 
are  no  less  than  28  tendons  crossing  the  wrist 
joint. 

In  making  an  attempt  at  tendon  repair,  do 
not  do  it  by  the  clock.  The  operation  is  formidable 
and  time-consuming.  When  you  are  operating 
in  the  neighborhood  of  the  wrist  joint  do  not 
hesitate  to  have  anatomical  diagrams  before  you 
and  if  you  are  operating  on  the  bones  of  the  wrist 
have  a skeleton  there. 

First,  let  us  take  tenosynovitis.  This  is  due 
to  violence  often  repeated,  rather  than  one  single 
trauma.  Pain,  swelling,  tenderness  and  a very 
peculiar  crepitus  are  the  signs.  Do  not  forget 
to  use  your  stethoscope,  it  can  bring  out  a crepita- 
tion many  times. 

This  may  lead  to  formation  of  a ganglion  on 
the  dorsum  of  the  wrist.  This  is  due  to  multiple 
or  repeated  trauma  and  only  in  rare  cases  to 
single  trauma.  It  may  be  a painful  process.  It 
may  disappear  spontaneously,  but  it  may  also 
recur  after  it  has  once  been  removed.  It  may  be 
single  or  multiple  and  it  may  contain  so-called 
“rice  bodies.”  This  does  not,  however,  indicate 
a tuberculous  process. 

Treatment:  Rest,  elevation.  Place  a pad  of 
gauze  over  the  ganglion  with  straps.  Arrange 
the  straps  spirally  so  they  do  not  act  as  a tourni- 
quet. If  this  is  not  effective,  try  the  time-honored 
method  of  smashing  it.  Use  a good  heavy  book. 
It  is  a good  idea  to  daub  it  with  iodine,  so  you 
do  not  miss  it.  As  soon  as  it  goes,  put  your 
thumb  on  it  and  do  not  let  up  on  the  pressure 
until  you  can  put  a felt  pad  on  it.  If  this  does 
not  do  it,  aspirate  with  a fine  needle,  using 
novocaine  to  anesthetize  the  area.  If  this  method 
is  not  effective,  inject  a sclerosing  drug,  one  of 
the  morrhuates.  Iodine  is  good.  If  none  of  these 
help,  use  excision.  Be  sure  to  make  an  incision 
that  will  be  perfectly  adequate  and  do  not  make 
your  incision  straight,  make  it  curved.  Do  it 
aseptically.  Be  careful  of  the  tendon  sheath.  Re- 


move the  ganglion  as  completely  as  possible  and 
if  you  are  in  doubt  as  to  whether  it  is  single  or 
multiple,  mark  the  tendon  so  you  can  get  the 
contents  completely  expressed. 

Lacerated  tendon.  Regard  this  as  a general 
rule:  If  the  tendon  sheath  becomes  necrotic,  the 
action  of  that  tendon  is  very  badly  compromised. 
In  an  infection  of  the  hand  with  involvement  of 
the  tendon  sheath,  bear  in  mind  that  the  function 
of  the  finger,  or  of  several  fingers,  is  very  likely 
to  be  permanently  compromised.  The  size  of  the 
wound  is  no  index  to  the  extent  of  the  damage. 
Remember  you  have  28  tendons  in  the  wrist, 
arranged  in  several  layers. 

Treatment:  Before  you  anesthetize,  siop  the 
bleeding,  put  on  a sterile  dressing  and  make  a 
test  of  what  the  finger  can  do.  Do  not  forget  to 
look  for  an  indwelling  foreign  body.  Get  the 
histofy.  Were  there  small  pieces  of  glass,  or  large 
splinters?  Test  the  patient  for  four  things:  (a) 
flexion  of  the  individual  joints;  (b)  extension; 
(c)  abduction  of  the  individual  joints;  ( d)  sen- 
sation. 

This  is  no  office  case,  it  is  a hospital  case  if 
there  ever  was  one.  Remember  you  are  operating 
on  a human  hand.  Of  all  the  surgery  that  is  done 
badly,  surgery  of  the  hand  is  the  worst. 

If  you  do  a primary  suture,  remember  you  do 
it  only  if  it  is  within  the  first  six  hours.  We  know 
that  if  we  do  not  take  care  of  our  cases  within 
the  first  six  hours,  infection  beats  us  to  it.  Re- 
member, we  go  to  the  operatirg  room.  We  place 
a pad  of  gauze  over  the  wound  and  cleanse  around 
the  wound  with  soap  and  water.  After  the  sur- 
roundings are  clean  we  go  into  the  wound  and 
all  over  it,  using  gauze  or  a sponge.  Do  not  scrub 
with  a rough  brush.  Dry,  paint  edges  with  iodine 
and  proceed  to  debride.  How'  much?  Not  in 
terms  of  inches  but  in  terms  of  damaged  tissue, 
until  you  get  to  the  foreign  body  or  to  the  depth 
of  the  wound.  Again  the  criteria  are:  (a)  tissue 
looks  normal;  (b)  it  bleeds;  (c)  if  it  is  muscular 
tissue,  it  contracts.  If  it  is  a two-way  wound, 
debride  one  side,  then  the  other,  and  clean  it  out 
with  a piece  of  gauze — a through  and  through 
debridement.  Stop  hemorrhage.  Put  sulfanilamide 
in  the  wound.  Do  a partial  closure,  put  in  your 
sutures  and  let  them  go  until  the  third  day.  If 
the  wound  is  wide  do  not  contract  the  tendons 
until  you  have  tied  a small  piece  of  black  silk 
on  them  so  they  do  not  get  away  from  you.  If 
it  slides  up  in  the  tendon  sheath  try  using  a pair 
of  forceps.  If  that  fails,  make  an  incision  higher 
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up.  Use  silk,  relatively  fine,  or  cotton  sutures. 
Try  to  make  your  sutures  come  end  to  end,  but  if 
your  end  to  end  approximation  is  not  satisfactory 
with  the  limb  out  straight,  flex  it.  Tendons  stand 
suturing  very  well.  Rest  the  wound  by  a heavy 
dressing  and  use  a splint  that  will  give  it  support. 
Some  people  remove  the  splint  in  24  to  36  hours. 
I do  not.  I take  it  down  at  the  end  of  five  days. 
Do  not  try  motion  until  the  fifth,  sixth  or  seventh 
day.  The  patient  can  wiggle  his  finger,  but  actual 
motion  should  be  reserved  until  later. 

Other  tendons  that  may  be  involved  are  biceps 
tendons,  patella  tendons,  and  the  Achilles  tendon. 
The  tendo  Achilles  has  the  best  prognosis  of 
any  tendon. 

As  for  the  bigger  tendons,  if  they  are  separated 
it  is  quite  a task  getting  them  together  again. 
An  “L”  shaped  incision  or  a “Z”  incision  will 
give  almost  any  length  you  want.  Use  silk  also 
in  these  larger  tendons.  If  a tendon  is  gone 
altogether,  take  the  adjacent  tendon,  split  it,  and 
splice  it  to  the  other. 

Nerves 

What  we  have  said  regarding  tendon  repair 
also  to  a great  extent  applies  to  nerves. 

The  differential  diagnosis  between  neuritis, 
arthritis,  myositis  is  made  on  the  basis  of  the  his- 
tory. Was  it  direct,  indirect  or  muscular  violence? 
Was  pain  generalized  or  localized?  Is  the  tender- 
ness focal  and  local,  or  is  it  general  and  vocal? 
This  is  most  important  to  know.  If  it  is  local 
and  focal,  and  you  get  it  along  the  nerves,  you 
have  a neuritis. 

We  get  neuromata  after  infections,  amputa- 
tions, etc.  They  are  difficult  and  painful,  and 
hard  to  control.  After  you  have  run  the  gamut 
of  treatment,  you  may  come  to  believe  that  the 
Criche  operation  is  the  best.  It  has  a notable 
place  in  the  axilla  and  in  the  femur.  A segment 
of  the  outer  coat  of  the  artery  is  stripped  off. 
That  often  stops  pain  immediately. 

In  neuritis  the  symptoms  are  pain,  swelling, 
local  tenderness,  disturbance  of  sensation.  In 
neural  manifestations  there  is  a very  definite 
pattern  and  it  is  definitely  geographical.  One 
of  the  earliest  manifestations  is  atrophy.  There 
is  definite  wasting  when  there  is  sciatic  involve- 
ment. 

Treatment.  Without  wounds  the  treatment  is 
rest,  posture,  splintage.  Certain  anodyne  drugs 
are  helpful.  Physiotherapy  sometimes  is  very 


helpful.  In  treating  neuritis  with  wounds  you 
must  decide  if  there  is  radial  involvement.  In 
trauma  of  the  upper  extremity  never  fail  to  try 
for  two  things:  (a)  radial  pulse  and  (b)  vitality 
of  the  radial  or  musculo  spiral  nerve.  Find  out 
beforehand  if  the  wrist  can  be  elevated.  In  trauma 
of  the  lower  extremity  find  out  (a)  is  there  a 
dorsalis  pedis,  and  (b)  can  the  ankle  be  flexed 
and  extended? 

You  must  know  these  before  treatment  is 
instituted.  If  it  is  within  the  Golden  Period, 
cleanse,  debride  and  suture.  If  for  any  reason 
you  think  the  nerve  should  not  be  sutured  now, 
tag  it  with  black  silk  so  you  can  find  it  later. 
Suture  within  the  six  hour  period,  with  silk,  and 
do  it  delicately.  You  cannot  be  as  rough  with 
this  as  you  can  with  a tendon.  Above  all,  have 
no  tension.  If  around  the  elbow,  you  may  have  to 
flex  it  greatly  even  to  the  point  of  interfering 
with  circulation,  then  let  up  a little  bit. 

Suppose  it  has  not  been  sutured  and  becomes 
infected?  Do  no  plastic  work  on  these.  Wait  six 
weeks  plus.  Make  manipulation  on  the  wrist, 
and  if  you  get  no  cellulitis  it  is  reasonably  safe  to 
go  in.  If  you  have  given  tetanus  antitoxin  and 
you  suspect  tetanus,  give  a second  dose  24  hours 
before  operation.  If  you  have  any  doubt  about 
the  state  of  the  previously  infected  wound,  use 
sulfanilamide  in  the  wound. 


Period  of  regeneration  of  nerves  is  as  follows : 


Musculospiral  (radial) 

Ulnar 

Medial 

Sciatic 

Peroneal 

Tibial 


5-14  months 
5-16  months 
8-15  months 
12-22  months 

10- 16  months 

11- 17  months 


One  of  the  first  signs  of  regeneration  is  called 
Tinnell’s  sign — tingling  at  the  site  distant  from  the 
lesion.  Trophic  signs  come  back  at  about  the 
same  time.  Motor  signs  come  back  last.  Do 
not  despair  if  you  do  not  get  results  in  nine  to 
twelve  months,  even  later.  It  is  a slow  process. 


Can  a motor  nerve  be  transplanted  ? Can  I 
take  a sensory  nerve  and  transplant  it  to  a sensory 
nerve  and  expect  it  to  take?  It  has  been  done  in 
the  laboratory  and  sometimes  in  the  operating 
room,  but  not  with  such  success  that  I would  rec- 
ommend it.  In  such  cases  I advise  a tendon 
transplant.  Can  one  take  the  proximal  end  of  a 
nerve  and  put  it  into  the  muscle  which  it  supplies? 
This  can  be  done  and  sometimes  it  will  work, 
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but  it  has  not  happened  often  enough  to  give  it  as 
a precept  to  follow.  Tn  nerve  loss,  the  best  pro- 
cedure is  not  anastomosis,  not  nerve  transfer,  but 
a tendon  transfer. 

1 again  would  emphasize  that  in  all  these  open 
wounds,  cleansing  is  the  most  important  thing; 
then  debridement ; then  pri mo-secondary  suture. 
Nothing  is  more  important  than  a clean  field. 


SPINE  INJURIES 

Today  we  will  talk  about  the  closed  cavity 
which  we  call  the  spinal  canal.  Let  us  get  the 
anatomic  basis  of  this  structure  and  see  how  it 
is  built. 

The  spinal  column,  as  I emphasized  yesterday, 
is  simply  a series  of  joints,  and  these  joints  are 
clothed  and  covered  with  certain  structures  which 
are  familiar  to  us.  A fracture  of  the  spine  without 
intrinsic  cord  damage  is  just  as  much  a curable 
condition  as  fracture  of  the  neck  of  the  femur; 
in  many  cases  it  is  much  more  curable. 

There  is  a zone  of  incidence  in  connection 
with  fracture  of  the  spine.  Uncomplicated  dis- 
locations of  the  spine  occur  only  in  the  cervical 
region,  particularly  in  the  upper  zone.  Most 
of  our  dislocations  in  the  cervical  zone  come  below 
the  third  or  fourth  cervical  junction. 

In  the  lower  spine  we  are  concerned  chiefly 
with  abnormalities:  1)  a failure  to  close  (spina 
bifida  occulta),  2)  lumbarization  of  the  1st  sacral 
vertebra,  3)  sacralization  of  the  fifth  lumbar  ver- 
tebra, 4)  a short  transverse  process,  and  5)  a 
narrow  transverse  process.  People  with  abnormal- 
ities of  the  spine,  when  subjected  to  trauma,  are 
not  likely  to  have  any  more  after-effects  than 
if  they  were  built  along  normal  lines. 

W hen  we  get  to  the  dorsal  level,  we  get  into 
the  great  zone  of  fractures.  This  region  may 
he  subjected  to  backward,  forward,  sideways,  or 
rotating  violence.  In  the  vast  majority  of  these 
cases  injury  results  from  forward  bending  vio- 
lence. P)ones  break  where  they  are  weakest, 
where  they  are  thinnest,  where  their  structure 
is  most  vulnerable.  They  break  where  the  curve 
changes.  Bones  break  in  terms  of  the  same  phy- 
sical laws  that  govern  the  breaking  of  a piece  of 
wood. 

What  is  there  in  the  make-up  of  a vertebra 


that  makes  it  so  vulnerable?  These  bones  are 
honey-comb  in  structure,  and  the  blood  supply 
is  not  good.  This  is  a structural  defect  which 
makes  for  a lack  of  that  solidarity  that  we  find  in 
a long  bone.  Fractures  of  the  spine  do  not 
occur  as  a result  of  direct  violence.  There  are 
two  clinical  kinds:  with,  and  without,  cord  damage. 
We  can  break  the  box  without  damaging  the 
thing  within  it.  The  extent  of  the  fracture  is 
no  guide  to  the  extent  of  cord  damage.  Often 
with  a minor  fracture  there  is  much  cord  damage, 
sometimes  there  is  no  fracture  and  much  cord 
damage.  I suppose  that  there  is  such  a thing 
as  concussion  of  the  spinal  cord,  but  I cannot 
rationalize  it.  Most  of  us  believe  that  it  is  a mis- 
nomer, it  should  be  called  contusion  of  the  spine. 

The  order  of  incidence  of  fractures  of  the 
spine  are:  1)  body  of  the  vertebra,  2)  transverse 
process,  and  3)  spinous  process.  Be  careful 
when  you  read  your  x-ray  that  a gas  bubble 
has  not  interposed  itself  and  thrown  a shadow. 
Injury  to  the  transverse  processes  is  not  of  great 
importance.  They  heal  by  fibrous  union.  They 
should  not  he  subjected  to  surgery,  since  they 
will  do  well  enough  by  themselves. 

Fracture  of  the  body  of  the  vertebra.  History 
of  bending  violence,  as  in  automobile  accidents 
or  in  diving.  It  is  not  necessary  to  have  extreme 
violence  to  produce  a fracture  of  the  body  of 
the  vertebra.  Forward  twisting;  backward  twist- 
ing; anything  that  is  capable  of  producing  a 
jack-knifing  effect ; and  if  the  violence  is  extreme, 
the  vertebra  may  collapse  and  give  a compression 
fracture. 

Fractures  of  the  transverse  process  are  avulsion 
fractures.  In  the  diagnosis  of  this,  or  any  of 
the  fractures,  the  history  is  a great  aid.  Exam- 
ination: Swelling,  ecchymosis,  localized  tender- 
ness, spasm  of  muscle,  perhaps  crepitation,  per- 
haps false  motion.  Do  not  he  content  with  fore 
and  aft  X-rays — do  a lateral.  In  some  cases  do 
not  he  content  with  just  two:  go  “around  the 
clock."  You  will  he  amazed  to  see  the  evidence 
of  fracture  you  can  pick  up  that  way. 

I he  diagnosis  has  been  made,  and  the  patient 
has  been  brought  into  the  hospital.  Now  in  a 
suspected  fracture  of  the  spine,  as  in  any  other 
fracture,  try  to  put  the  patient  into  a position 
that  will  do  the  least  harm  in  transport.  When 
the  patient  picked  up  in  the  street  says  “My 
legs  are  asleep,”  turn  him  face  down.  If  his 
arm  is  asleep  and  he  has  difficulty  turning  his 
head,  leave  him  n the  position  in  which  you 
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found  him.  Do  not  attempt  to  correct  the  de- 
formity— forward,  backward  or  lateral — that  this 
patient’s  head  may  he  in,  until  you  get  him  into 
the  hospital.  The  first  thing  to  do  in  the  hospital 
is  not  to  be  too  active  in  attempting  to  make  a 
diagnosis.  Do  not  put  your  patient  on  a stretcher 
and  attempt  to  bring  him  to  the  X-ray  room. 
Run  your  hand  along  his  hack,  and  if  you  find 
a sore  spot,  that  is  enough.  Suspect  and  expect 
a compression  fracture  of  the  vertebra.  What 
do  you  do?  Try  to  convert  his  position  into  exact 
opposite  of  how  you  found  it.  Arch  the  back— 
over-correct  it,  1 don’t  much  care  how,  with 
bolster,  pillow,  or  Gatch  bed  (reversed  so  that 
feet  are  at  the  head  end).  Keep  him  there  until 
you  demonstrate  that  your  alignment  is  all  it 
should  be.  At  the  end  of  ten  days  pul  him  in 
plaster.  The  plaster  should  go  below  the  dorsal 
level,  up  high.  W hen  putting  on  plaster,  encircle 
the  last  two  segments  of  the  spinal  column  ; make 
it  a very  complete  encirclement.  Pad  so  that 
there  will  he  no  pressure  over  the  spinous  pro- 
cesses. He  wears  the  plaster  eight  to  ten  or  twelve 
weeks,  and  he  may  get  up  and  walk  around.  Then 
put  on  a Taylor  brace.  Before  the  plaster  comes 
off  he  can  do  certain  exercises,  such  as  dee]) 
breathing,  or  carrying  a weight  on  his  head.  This 
is  done  to  keep  the  muscles  active  and  to  keep 
circulation  active.  The  prognosis  is  good  in 
well-reduced  cases.  In  unreduced  cases  there  will 
he  a certain  lack  of  conformation.  In  some  cases 
there  will  be  a spondylolisthesis.  In  general  the 
prognosis  of  uncomplicated  fracture  of  the  spine 
is  excellent.  If  there  is  a great  deal  of  knuckling, 
use  traction.  This  is  kept  up  until  you  can  sub- 
stitute plaster  of  Paris. 

Intraspinal  injuries.  These  are  dangerous, 
and  may  he  two  kinds.  In  one  there  is  immediate, 
total  loss  of  motion,  sensation  and  visceral  control 
at  and  below  the  level  of  the  lesion.  The  other 
kind  shows  partial  loss  of  these,  with  gradual 
recession.  The  second  kind  we  have  great  hope 
for ; the  first  one,  not  so  much.  In  fracture  of 
the  spine  with  cord  involvement,  I have  rarely 
seen  a laminectomy  do  any  good;  it  should  be 
used  only  as  a very  last  resort.  If  the  patient 
was  not  benefitted  by  closed  correction,  he  will 
almost  never  lie  benefitted  by  laminectomy.  The 
best  single  indication  of  level  of  lesion  is  the 
zone  of  hyperesthesia. 

With  involvement  of  the  bowels  and  bladder, 
the  patient  should  be  put  on  an  air  bed  or  water 
bed,  to  help  prevent  decubitus.  We  also  try  to 


avoid  this  by  particular  nursing  care  and  by 
keeping  pressure  off  the  heels,  malleoli,  and  sacral 
regions.  Wl  sponge  them  off  with  alcohol.  Re- 
member the  doughnut  on  which  to  support  the 
heel.  Remember  the  possibility  of  preventing 
decubitus  rather  than  having  to  cure  it  after  it 
does  arrive.  In  the  care  of  the  bladder,  I prefer 
spontaneous  overflow,  or  if  necessary  frequent 
aseptic  catheterizations  or  indwelling  catheter, 
with  tidal  drainage  if  you  have  the  apparatus  and 
some  one  to  watch  it. 


SKULL  INJURIES 

December  29,  1941 

Skull  injuries  are  of  two  classes,  like  those 
of  the  spine,  without  intracerebral  damage,  or  with 
intracerebral  damage.  I said  yesterday  that  the 
extent  of  the  external  damage  to  the  spine  was 
no  indication  of  the  seriousness  of  the  damage 
done ; I say  the  same  thing  even  more  emphatically 
in  regard  to  skull  injuries.  In  any  closed  cavity, 
the  external  evidence  of  injury  is  no  accurate 
measure  of  what  has  gone  on  within.  In  a linear 
fracture  of  the  skull,  the  individual  may  be  un- 
conscious, temperature  rising,  there  is  every  evi- 
dence of  intracerebral  concussion,  yet  your  ex- 
ternal examination  may  reveal  almost  no  external 
evidence. 

There  is  a zone  of  incidence  in  skull  fractures, 
as  in  spine  fractures.  In  the  skull  the  fronto- 
parietal region  is  most  vulnerable  subject  to  in- 
jury. We  divide  this  zone  into  two  sections, 
the  vault  and  the  base.  Eighty  per  cent  of  fractures 
of  the  skull  lead  from  the  vault  into  the  base, 
and  eight  or  ten  per  cent  lead  from  the  base  into 
the  vault,  so  that  when  you  get  a fracture  of  the 
skull  and  your  X-ray  begins  to  show  that  you 
lose  your  line  after  it  gets  down  below  the  parietal 
base,  don't  think  that  you  have  the  end  of  it. 
The  frontoparietal-temporal  combination  is  the 
most  common  for  the  vault ; for  the  base  the 
middle  fossa  is  the  most  common  zone  of  inci- 
dence. 

There  may  be  a simple  crack  (linear);  there 
may  be  the  comminuted  type.  There  may  be 
the  depressed  type,  and  if  this  type  is  carried 
through  to  operation  we  find  that  the  depression 
is  more  marked  on  the  inner  table  than  on  the 
outer  table. 

Method  of  examination : We  can  do  a good 
deal  in  examination  if  we  go  over  the  head  the 
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same  way  we  go  over  the  abdomen.  First  of  all, 
it  helps  a great  deal  to  shave  the  entire  scalp. 
It  will  hare  the  surface  so  that  you  will  not  be 
looking  through  a fog.  We  look  for  any  irre- 
gularities ; for  hematoma ; for  scalp  ecchymosis. 
This  is  one  of  the  best  signs  of  fracture.  Ecchy- 
mosis is  pathognomonic  of  fracture  when  it  is 
1)  late  in  onset;  2)  distant  from  scene  of  trauma, 
and  3)  geometric  in  outline. 

Palpation : Make  it  a bilateral  palpation,  all 
over  the  head.  Any  irregularity?  Does  it  “give” 
when  you  press?  Percussion.  Use  the  stethoscope. 
Do  you  get  a tin-pot,  broken  type  of  sound? 
(This  is  in  the  unconscious  patient,  of  course.) 
Any  hemorrhage  in  the  ear?  Any  dried  blood  in 
the  nose?  Any  curious  looking  whitish  material 
coming  out  of  the  ear  ? If  it  is  48  hours  later, 
any  evidence  of  discoloration  of  the  conjunctivae? 
If  this  is  limited  to  conjunctivae,  probably  it  is 
a basal  fracture.  Hemorrhage  from  ear  is  nearly 
always  pathognomonic  of  fracture. 

A patient  comes  in  and  says  he  was  knocked 
out : saw  stars ; was  sick  to  his  stomach ; does 
not  know  how  long  he  was  out.  He  went  home 
dizzy,  lay  down  and  fell  asleep.  He  slept  half 
an  hour,  woke  up  and  began  to  feel  drowsy. 
After  that  he  noticed  he  could  not  use  his  hand 
and  after  that  he  cannot  remember  much.  That 
is  a classical  manifestation  of  a blow'  on  the  head 
with  slow  hemorrhage. 

What  is  concussion?  Concussion  is  supposed 
to  be  due  to  a shake-up  of  the  cerebral  contents. 
Beyond  that  people  differ ; some  say  it  is  from 
many  minute  hemorrhages.  How  do  we  know 
we  have  it,  and  what  are  we  going  to  do  about 
it?  With  concussion  there  is  an  immediate  onset 
of  unconsciousness,  complete  or  incomplete,  usual- 
ly associated  with  nausea  or  vomiting  or  both. 
If  you  get  this  history,  watch  that  patient  for  at 
least  three  days.  If  you  do  not,  the  patient  may 
become  comatose  in  48  hours  and  die  before  you 
can  help  him.  In  cases  that  give  evidence  of  head 
injury  or  are  said  to  have  fallen,  an  attitude  of 
caution  is  important.  If  we  get  concussion  signs, 
let  that  put  us  on  our  guard. 

Compression.  What  are  the  compression  signs 
from  ? Blood,  bone,  or  foreign  bodies.  Localized 
compression  motor  signs  and  sensory  signs.  Eye 
signs : pupillary  changes ; dilation  of  the  pupil ; 
ordinarily  the  pupil  dilates  on  the  side  of  the  lesion. 
Temperature  change:  rising.  Pulse  change:  slow- 
ing. Respiratory  change  : slowing.  Blood  pressure 
change:  rising.  How  much  on  guard  ought  we 


to  be  about  these  things?  Get  a neurologist  to 
take  a look;  get  an  eye  man  to  take  a look.  Now 
comes  the  question : Has  he  a fracture  or  has 
he  not?  Shall  we  X-rav?  I do  not  much  care 
whether  you  X-ray  or  not.  You  can  tell  from 
other  signs.  X-ray  cannot  hurt  the  patient,  if 
you  do  not  have  to  lift  him;  but  I do  not  think 
it  is  necessary  in  most  cases. 

Incidentally,  do  not  try  to  make  a differential 
diagnosis  between  hematoma  and  a depressed 
fracture.  It  cannot  be  done,  and  it  will  not  help 
anvwav.  If  in  doubt,  incise  the  hematoma.  Do 
you  see  a fissure?  If  you  can  rub  the  fissure  clear 
of  blood  and  it  stays  relatively  clear  for  a short 
period,  it  is  truly  a hematoma.  If  blood  wells 
up  immediately,  that  is  a fracture.  That  sign 
is  not  always  positive,  hut  it  is  good. 

I will  have  no  part  of  anybody  who  uses 
routine  treatment  for  cases  of  suspected  oractual 
fracture  of  the  skull.  In  the  old  days  at  Bellevue 
we  used  to  give  these  cases  mag.  sulph,  by  rectum, 
to  decompress  them.  Then  along  came  Cushing 
with  his  decompression  operation — hole  in  the 
roof  to  drain  the  basement  of  the  house.  A head 
case,  of  all  cases,  should  be  individualized  and 
watched  with  the  greatest  kind  of  care.  It  should 
he  watched  for  progression  of  symptoms  due  to 
the  only  thing  that  can  harm  him  : an  effusion  of 
hlood.  If  it  gives  him  generalized  signs  you 
cannot  do  anything  for  him;  if  localized  signs, 
you  can. 

Indications  for  operation  in  fractures  of  the 
skull  are  quite  limited.  Decompressed  fractures 
of  the  skull  need  nothing  done  immediately.  Do 
not  operate  while  the  patient  is  in  shock.  Bleed- 
ing cases  need  immediate  attention.  With  foreign 
bodies  (bullet  wounds,  etc.)  do  not  go  in  im- 
mediately unless  there  is  some  indication  for  it. 
The  only  one  of  the  three  that  demands  immediate 
operation  is  the  bleeding  case. 

Operative  procedure : Make  a small  hole  to 
take  a look.  Is  there  a clot  right  under  it?  Is 
the  dura  a nice  pearly  color  or  is  it  dark?  Is 
there  pulsation?  If  the  dura  is  lusterless  and  so 
on,  enlarge  the  hole;  if  it  is  still  lusterless,  open 
the  dura.  Does  a clot  of  hlood  come  out?  If 
you  have  an  accessible  vessel  that  you  can  catch 
with  a clamp,  cautery  or  stitch,  get  it.  Suppose 
there  are  fragments  of  hone,  are  you  going  after 
them?  Be  very  careful.  Put  a soft  rubber  catheter 
down  and  with  a syringe  wash  it  out  very  gently. 
Sew  up  the  dura,  sew  up  the  scalp,  and  put  a 
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drain  to  the  surface.  A pipe  cleaner  drain  is 
good,  or  a piece  of  rubber  tube ; but  do  not  stick 
it  into  the  brain.  Let  it  stay  for  24  to  48  hours 
but  no  longer. 

Subdural  hematoma  is  another  operative  case. 
Usually  manifestations  are  late.  Diagnosis  is  made 
from  headache,  dizziness,  reflex  changes,  eve  signs, 
minute  hvperesthesias.  Be  suspicious,  be  careful 
about  these  cases.  Have  adequate  consultation. 
Go  in  on  one  side,  and  if  you  do  not  find  any- 
thing, go  in  on  the  other  side. 

Spinal  tap?  They  say,  yes,  do  a spinal  tap, 
it  will  be  diagnostic  and  therapeutic.  I say  if 
you  cannot  make  a diagnosis  without  spinal  tap, 
you  had  better  go  back  to  school.  Spinal  tap  is 
therapeutic,  it  is  used  to  reduce  pressure  if  rest 
and  other  means  do  not  do  it.  Never  do  it  with 
the  patient  in  an  upright  position.  Have  the 
patient's  head  low.  It  it  best  to  do  it  in  three 
test  tubes,  so  you  can  rack  them  and  see  what 
your  proportion  is.  How  much  do  you  take  off? 
It  depends  on  the  pressure  behind.  How  often? 
I like  to  be  very  conservative  about  doing  it  at 
all. 

All  right,  you  say,  you  do  not  go  into  their 
head  or  their  spinal  canal,  what  are  you  going 
to  do?  You  treat  them  for  shock,  and  just  sit 
by  and  watch.  Why?  Because  I am  old  enough 
to  judge  the  results.  1 say  “hands  off”  in  the 
majority  of  these  head  cases,  and  no  rushing  in 
for  operative  purposes  on  the  skull  itself  or  by 
spinal  tap.  Rest,  sedation  (bromides  and  chloral). 
Do  not  forget  to  give  bromides  by  rectum.  Keep 
a proper  fluid  balance  and  give  them  rest.  1 
am  not  radical  in  regard  to  the  skull  situation. 
It  is  not  rational  to  recommend  a perfectly  definite 
routine  for  every  case  of  head  injury. 

The  sequelae  may  be  headache,  dizziness,  in- 
somnia, tinnitus,  psychoses,  fits.  Some  people 
recommend  intraspinal  injection  of  air  on  the 
theory  that  the  air  dissects  the  adhesions  apart. 
I do  not  like  it.  I would  be  very  careful  about 
it,  especially  in  compensation  cases.  Do  not 
produce  a piece  of  surgical  pathology  to  cure  a 
piece  of  traumatic  pathology.  You  may  make 
the  patient  worse. 

Epilepsy  does  occur  in  these  cases  but  it  is 
not  common.  From  war  statistics  we  know  that 
epilepsy  is  relatively  rare  following  trauma.  We 
know  the  incidence  of  epilepsy  and  also  the  in- 
frequency of  it  as  a traumatic  sequel. 

Can  traumatic  insanity  be  mixed  up  with  a 


“four  plus”?  It  can.  Can  a trauma  activate  some- 
thing that  may  have  been  going  on  before?  It 
can.  How  often  it  may  occur  is  hard  to  say,  hut 
traumatic  insanity  in  the  absence  of  syphilis  is 
very  rare. 

What  about  plastics  for  the  repair  of  defects? 
Do  people  nowadays  put  in  plates  of  metal?  No; 
a piece  of  tibia,  or  rib  cartilage  is  preferred.  There 
are  two  operations,  both  very  satisfactory. 

We  have  the  greatest  incidence  of  fatalities  in 
skull  and  spine  cases  within  the  first  48  hours. 
If  your  skull  or  spine  case  is  going  to  die  of 
that  injury  per  se  he  usually  dies  in  48  hours. 


A SURGEON’S  PRAYER  IN  WARTIME 

God  of  Battle,  grant  that  the  wounded  may 
swiftly  arrive  at  their  hospital  haven,  so  that  the 
safeguards  of  modern  surgery  may  surround  them, 
to  the  end  that  their  plan  is  assuaged  and  their 
broken  bodies  are  mended. 

Grant  me  as  a surgeon,  gentle  skill  and  in- 
telligent foresight  to  bar  the  path  to  such  sordid 
enemies  as  shock,  hemorrhage  and  infection. 

Give  me  plentifully  the  blood  of  their  non-com- 
batant fellow  man,  so  that  their  vital  fluid  may 
be  replaced  and  thus  make  all  the  donor  people 
realize  that  they,  too,  have  given  their  life’s  blood 
in  a noble  cause. 

Give  me  the  instruments  of  my  calling  so  that 
my  work  may  be  swift  and  accurate : but  provide 
me  with  resourceful  ingenuity  so  that  I may  do 
without  bounteous  supplies. 

Strengthen  my  hand,  endow  me  with  valiant 
energy  to  go  on  through  day  and  night ; and  keep 
my  heart  and  brain  attuned  to  duty  and  great 
opportunity. 

Let  me  never  forget  that  a life  or  a limb  is  in 
my  keeping  and  do  not  let  my  judgment  falter. 

Enable  me  to  give  renewed  courage  and  hope  to 
the  living  and  comfort  to  the  dying. 

Let  me  never  forget  that  in  the  battles  to  be 
won,  I too  must  play  my  part,  to  the  glory  of  a 
great  calling  and  as  a follower  of  the  Great  Physi- 
cian. Amen. 

Xmas  Night,  1941 
John  J.  Moorhead 
Col.,  M.C. 
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Experience  is  a great  teacher,  and  the  catas- 
trophe that  occurred  on  this  island  of  Oahu  on 
December  7 was  no  exception.  I have  been  asked 
to  discuss,  for  the  benefit  of  those  who  did  not 
have  the  opportunity  of  treating  the  wounds  of 
this  date,  the  things  that  impressed  me  as  im- 
portant to  remember  when  suddenly  confronted, 
unexpectedly  or  otherwise,  with  a large  number 
of  war  wounded. 

On  the  morning  of  December  7th,  I was  listen- 
ing to  Dr.  Moorhead’s  lecture  on  burns,  which 
began  with  the  prophetic  quotation,  “Therefore 
he  ye  also  ready,  for  in  such  an  hour  as  ye  think 
not,  the  son  of  man  cometh”.  Bombs  were  drop- 
ping at  that  very  moment  over  Pearl  Harbor, 
and  the  injuries  about  which  he  was  talking  were 
occurring  in  quantities. 

Preparedness 

A well-organized  smoothly-running  team  is 
as  important  in  efficiently  caring  for  war  wounds 
as  it  is  on  the  football  field  in  scoring  touchdowns. 
As  Dr.  Judd  has  aptly  put  it,  the  time  for  con- 
fusion is  before  the  shooting  starts  and  not  after. 

Hospitals  properly  prepared  for  casualties 
should  have,  in  addition  to  a well  rounded-out 
staff,  supplies  of  material  readily  available — many 
times  the  amount  needed  for  normal  times.  It 
is  surprising  how  rapidly  supplies  disappear,  for 
the  wounds  are  frequently  multiple  and  frequently 
of  great  size. 

Classification  of  Cases 

Patients  should  be  admitted  to  the  hospital 
at  one  portal  of  entry  if  at  all  possible,  so  that 
their  injuries  can  be  quickly  examined  and  their 
disposition  made  without  unnecessary  delay.  There 
is  no  word  in  the  English  language  to  accurately 
describe  the  duties  of  the  individual  assigned  to 
this  job  but  the  French  call  him  the  “triage” 
officer.  The  term,  so  far  as  I can  learn,  means 
the  one  who  does  the  sorting.  He  should  be  a 
surgeon  of  the  widest  possible  experience  and 
with  the  soundest  possible  surgical  judgment. 
No  assignment  on  the  surgical  staff  should  be 
made  with  greater  care. 

All  injured  patients  on  entering  the  hospital 
fall  into  one  of  five  categories: 


( 1 ) Those  needing  treatment  for  shock. 

(2)  Those  in  need  of  minor  surgical  assistance. 

( 3 ) Those  needing  major  surgery  immediately. 

(4)  Those  needing  surgery  later  or  not  at  all. 

(5)  Those  beyond  surgical  assistance. 

As  can  be  readily  appreciated,  this  is  a flexible 
classification,  since  the  individual  being  treated 
for  shock,  for  example,  may  soon  fall  into  one  of 
the  other  categories.  The  triage  officer  should 
quickly  but  accurately  survey  the  injured  indivi- 
dual, write  on  his  forehead  in  mercurochrome  the 
number—  1.  2,  3,  4 or  5 — to  designate  into  which 
of  the  above  described  categories  he  falls,  and  an 
assistant  should  attach  a card  to  the  patient’s 
wrist  on  which  is  written  the  patient’s  name, 
preoperative  medication  or  orders  and  recom- 
mendations as  to  his  further  treatment.  If  the 
patient  goes  to  surgery,  the  opposite  side  of  the 
card  may  be  used  to  describe  the  operative  proce- 
dure and  postoperative  orders.  It  is  appreciated 
that  this  method  may  not  be  the  best  one  but  at 
least  it  has  the  advantage  of  simplicity. 

It  must  not  lie  forgotten  that  many  of  these 
individuals  have  multiple  injuries  and  the  one 
that  is  of  greatest  magnitude  and  most  apparent 
may  by  no  means  lie  as  important  as  one  that  is 
difficult  to  discover.  For  example,  a large  flesh 
wound  of  the  buttocks  may  so  arrest  one’s  attention 
that  a small  penetrating  wound  of  the  abdomen 
or  chest  may  he  entirely  overlooked.  The  lesson 
to  he  learned  is  apparent:  Have  all  individuals 
prepared  so  that  the  triage  officer  can  inspect  the 
entire  body  without  difficulty  and  without  delay. 
This  necessitates  a stafif  of  individuals  trained  for 
this  purpose. 

Handling  of  Patients 

When  possible,  it  is  best  not  to  remove  the 
patient  from  the  stretcher  on  which  he  is  placed 
when  first  picked  up  until  he  is  finally  deposited 
on  the  bed  on  which  he  is  to  remain.  It  has  been 
found  that  many  major  operations  can  be  carried 
out  with  the  patient  on  a stretcher,  the  handles 
being  supported  by  wooden  “horses”  at  each  end. 
During  treatment  for  shock  the  patient  should  be 
left  on  the  stretcher.  A convenient  height  for 
“horses”  is  32  inches,  but  for  shock  treatment 
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the  foot  end  of  the  stretcher  should  be  raised  6 
or  8 inches  higher.  Many  of  these  hack-saving 
devices  should  be  scattered  about  the  hospital 
corridors  and  shock  wards  and  around  the  operat- 
ing rooms. 

Management  of  Shock 

It  is  extremely  important  that  individuals  in 
shock  be  given  appropriate  treatment  for  this 
condition  by  the  use  of  heat,  morphine,  oxygen, 
and  intravenous  infusions  of  saline,  plasma  or 
blood  before  they  are  subjected  to  surgery.  If 
any  large  number  of  injured  are  to  be  cared  for, 
it  is  important  that  a special  ward  be  designated 
for  this  purpose  and  that  its  staff  he  especially 
competent  to  administer  such  treatment.  It  is 
apparent  that  adequate  amounts  of  apparatus,  such 
as  infusion  and  transfusion  sets,  arm  hoards,  tour- 
niquets. stands,  sets  for  cutting  down  on  veins 
in  addition  to  ample  amounts  of  saline,  saline  and 
glucose,  plasma  and  whole  blood,  be  on  hand  for 
this  department  to  function.  Teams  versed  in  an 
acceptable  method  of  treating  burns  may  well 
carry  on  with  shock  treatment,  since  their  methods 
of  therapy  have  so  much  in  common. 

Preparation  for  Surgery 

It  is  important  to  treat  shock  before  the  patient 
reaches  the  operating  table  in  order  to  prevent 
unnecessary  delay  in  the  operating  room.  It  is 
also  equally  important  to  have  the  patient  pre- 
pared for  surgery  in  advance  whenever  this  is 
feasible.  Wounds  should  have  been  gently  cleansed 
with  soap  and  warm  running  water,  unnecessary 
clothing  should  have  been  removed  and  necessary 
areas  shaved.  The  desirability  of  apparatus  to 
supply  running  water  with  receptacles  connected 
by  hose  to  the  drain  pipes  so  that  no  time  is  lost 
in  changing  basins  of  soiled  water  for  fresh  water 
is  readily  apparent.  All  preparatory  measures 
should  have  been  completed  before  the  patient 
reaches  the  operating  table  to  prevent  the  loss  of 
valuable  time  by  the  surgical  team. 

Anesthesia 

Ether  anesthesia,  by  the  drop  method,  lends 
itself  well  to  this  type  of  surgery.  It  has  the  ad- 
vantage of  safety  and,  in  addition,  it  may,  when 
necessity  demands,  he  given  by  those  with  little 
training. 

Fundamental  Precepts 

Dr.  Moorhead  recently  gave  us  an  excellent 
course  on  traumatic  surgery  and  all  who  heard 
and  heeded  his  lectures  are  fully  aware  of  the 
principles  governing  the  treatment  of  the  war 


injured.  A brief  reiteration  of  the  fundamental 
principles  covering  the  treatment  of  wounds  as 
laid  down  by  this  eminent  teacher  cannot  be  too 
often  repeated. 


(1)  No  person  in  shock  should  be  subjected 
to  surgery  except  for  control  of  hemorrhage 
or  some  other  dire  emergency. 

(2)  All  accidental  wounds  are  infected  and 
should  be  treated  by: 

(a)  Thorough  cleansing  with  soap  and 
water,  soap  and  water  and  more  soap 
and  water. 

(b)  Thorough  debridement,  with  removal 
of  all  devitalized  tissue  until  there  is : 
Normal  appearance  of  tissue. 

Bleeding. 

Contraction  (in  the  case  of  muscle). 

(c)  The  entire  wound  should  be  covered 
by  sulfanilamide  powder,  or  alternat- 
ively by  sulfathiazole  powder. 


(d)  No  wound  should  be  closed.  Stitches 
may  be  placed,  to  he  tied  at  the  end  of 
the  3rd  day  if  no  infection  is  present ; 
or  the  wound  may  be  left  without 
sutures. 

The  very  few  infections  (less  than  1%)  that 
occurred  in  the  large  number  of  wounds  treated 
convinced  me  of  the  effectiveness  of  this  procedure. 


Chest  Injuries 

In  chest  injuries  a few  fundamental  principles 
should  he  remembered. 

( 1 ) Defects  in  the  chest  wall  should  be  im- 
mediately sealed  to  prevent  serious  inter- 
ference with  the  cardio-respiratory  mech- 
anism. Packs  of  moist  sterile  gauze  are 
usually  most  readily  available,  though  a 
large  square  of  rubber  tissue  dam  placed 
over  the  opening  is  better  since  air,  blood 
and  exudates  are  forced  out  of  the  pleural 
cavity  on  expiration  and  prevented  from 
entering  on  inspiration.  If  there  is  serious 
hemorrhage  it  usually  comes  from  a sev- 
ered intercostal  vessel,  or,  less  frequently, 
from  the  internal  mammary  artery.  These 
bleeding  points  should  be  ligated  imme- 
diately. Hemorrhage  from  the  lung  usually 
ceases  spontaneously.  Hemorrhage  from 
the  large  vessels  in  the  mediastinum  does 
not  lend  itself  well  to  control,  and  usually 
proves  fatal  before  or  shortly  after  the 
patient  reaches  the  hospital. 
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(2)  Rapid  debridement  of  the  wound  with  re- 
moval of  easily  accessible  foreign  bodies 
and  sucking  out  of  blood  from  the  pleural 
cavity  should  be  done  if  the  patient’s  con- 
dition justifies  it.  It  may  be  necessary, 
in  order  to  save  the  patient’s  life,  to  do 
this  subsequently  even  though  it  invites 
infection.  When  possible,  the  wound  in 
the  chest  wall  should  be  sutured  tight  after 
application  of  an  adequate  amount  of 
powdered  sulfanilamide  to  the  wound  and 
interior  of  the  pleural  cavity. 

(3)  On  return  to  the  ward,  two  immediate 
complications  should  be  expected  and  fre- 
quent examinations  made  to  detect  their 
onset : 

(a)  Hemothorax  — treated  by  aspiration 
and  replacement  by  an  equal  amount 
of  air. 

(b)  Tension  pneumothorax — treated  by  a 
water-sealed  catheter  introduced  an- 
teriorly in  the  2nd  or  3rd  interspace 
in  order  to  be  away  from  the  blood 
which  usually  complicates  such  in- 
juries. This  probably  should  be  done 
routinely  in  all  chest  injuries  before 
they  leave  surgery. 

(4)  Infection  resulting  in  empyema  or  lung 
abscess  is  a later  complication  and  can  be 
dealt  with  in  a more  leisurely  manner, 
should  it  occur. 

(5)  Mediastinal  emphysema  causing  cyanosis 
and  respiratory  difficulty  may  be  occasion- 
ally encountered.  An  incision  into  the 
superior  mediastinum  above  the  sternum 
may  relieve  the  condition,  though  it  is 
frequently  associated  with  injury  to  other 
vital  structures  making  the  prognosis  grave. 

Injuries  to  the  chest  are  the  only  ones  where 
a closed  system  of  anesthesia  may  be  desirable 
in  order  to  expand  the  lung  before  closing  the 
chest  wall.  In  the  absence  of  pressure  anesthesia, 
subsequent  aspiration  of  the  chest  is  desirable  to 
aid  in  expanding  the  lung. 

A bulletin  briefly  covering  the  salient  features 
of  the  emergency  treatment  of  chest  injuries, 
along  witli  a description  of  the  simpler  apparatus 
found  useful,  is  now  being  compiled  by  a committee 
especially  interested  in  the  subject.  This  informa- 
tion will  be  distributed  to  each  physician  in  the 
Territory. 


Abdominal  Injuries 

Abdominal  or  suspected  abdominal  injuries 
should  be  looked  for  immediately  if  the  patient 
is  not  in  shock,  or  as  soon  as  the  individual  res- 
ponds to  shock  treatment.  If  reasonable  doubt 
exists  as  to  the  presence  of  an  abdominal  injury 
it  is  better,  if  the  patient’s  condition  justifies, 
to  explore  than  to  wait  until  the  findings  make 
the  diagnosis  certain.  Be  on  the  lookout  for 
visceral  injuries  even  though  the  point  of  entrance 
of  the  missile  is  remote.  Never  conclude  because 
the  portal  of  entry  is  small  that  the  extent  of  ab- 
dominal injury  is  small.  Have  a systematic  method 
of  rapidly  and  gently  exploring  the  abdominal 
cavity.  It  is  probably  best  to  start  with  the 
stomach,  rapidly  surveying  the  region  of  the 
liver,  spleen  and  duodenum ; then  drop  down, 
expose  the  jejunum,  and  follow  the  entire  small 
gut  to  its  termination  ; then  in  turn  the  large  gut, 
not  forgetting  as  one  passes  along,  the  ureters, 
kidneys,  vessels  in  the  mesentery,  and  urinary 
bladder.  It  is  better  to  close  multiple  bowel  per- 
forations, if  the  blood  supply  is  adequate,  than  to 
do  a resection.  Silk  on  round  intestinal  needles 
is  the  suture  of  choice.  Eight  or  ten  grams  of 
sulfanilamide  scattered  about  in  the  abdomen 
should  be  a routine  procedure.  There  is  rarely 
any  indication  for  drainage  in  such  cases.  Even 
though  the  damage  to  the  abdominal  viscera  is 
extensive,  a conscientious  and  determined  effort 
should  be  made  to  repair  the  injuries  for  it  is 
surprising  to  see  recovery  take  place,  not  infre- 
quently, in  an  apparently  hopeless  case.  This 
method  of  procedure  is  desirable  and  the  only  one 
that  will  prevent  overlooking  injured  organs,  but 
all  desirable  methods  have  to  be  modified  to  fit 
the  individual  patient. 

Amputations 

Amputations  make  up  a large  percentage  of 
the  emergency  operations  in  the  present  war  in- 
juries. In  selected  cases,  where  the  patient  is 
not  in  shock,  where  there  is  a single  injury  and 
the  patient  is  received  early  under  good  operative 
surroundings,  one  probably  is  justified  in  doing 
an  elective  type  of  amputation ; that  is,  at  the 
site  of  election,  with  flap  and  primary  suture. 
However,  the  vast  majority  of  such  injuries  are 
received  under  adverse  circumstances,  in  which 
case  a guillotine  type  of  amputation  seems  advis- 
able. All  structures  are  cut  across  at  the  same 
level.  Subsequently  an  attempt  is  made  to  bring 
the  soft  parts  over  the  bone  by  adhesive  traction. 
This  failing,  re-amputation  must  be  done,  at  a 
later  date  and  under  more  favorable  conditions. 
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Fractures 

Fractures,  usually  compound  and  frequently 
associated  with  embedded  foreign  bodies,  make  up 
a substantial  percentage  of  the  injuries.  These 
should  he  debrided  in  the  usual  manner,  following 
which,  if  the  fragments  are  in  good  alignment, 
a plaster  cast  may  he  applied.  If  this  is  not  ap- 
propriate, traction  may  he  used.  The  method 
advocated  by  Orr,  of  closing  the  fracture  up  in 
plaster,  has  never  appealed  to  me,  probably  because 
of  lack  of  experience  with  this  method.  Plaster 
in  the  form  of  sugar  tongs,  or  with  plaster  bridges 
over  the  region  of  the  injury,  facilitate  dressing 
the  wound.  Spinal  anesthesia,  when  the  lower 
extremity  is  involved  and  the  patient  is  in  good 
condition,  has  many  features  to  recommend  its 
use. 

Following  thorough  debridement  of  all  wounds 
and  coating  of  their  interior  with  sulfanilamide  or 
sulfathiazole.  patients  should  have  for  the  first 
72  hours  1 5 grains  of  sulfathiazole  every  four 
hours  by  mouth  or,  if  this  is  not  tolerated,  the  same 
dose  of  sodium  sulfathiazole  intravenously. 

Gas  Gangrene 

Gas  gangrene  is  a complication  that,  for  prac- 
tical purposes,  does  not  occur  if  the  wound  has 
been  properly  debrided.  If  it  does  occur,  wide 
excision  of  the  wound  should  be  done  with  the 
liberal  use  of  sulfanilamide  locally  and  orally. 
Some  x-ray  specialists  are  enthusiastic  over  the 
results  attributed  to  deep  x-ray  therapy.  I know 
of  no  large  series  of  cases  proven  beyond  a question 
of  doubt  that  have  been  treated  solely  by  x-ray 


therapy.  It  would  seem  that  the  method,  though 
hopeful,  is  still  in  the  experimental  stage. 
Burns 

Burns  were  not  encountered  in  the  injured 
that  came  under  my  observation.  They  comprised 
a very  large  group  in  certain  localities  and  the 
subject  merits  consideration  by  someone  who  can 
speak  on  the  treatment  with  authority.  A com- 
mittee has  been  appointed  to  undertake  special 
consideration  of  this  problem. 

Segregation  of  Cases 
When  the  number  of  patients  and  the  number 
and  training  of  the  hospital  staff  justifies  it, 
segregation  of  the  patients  adds  to  efficiency  in 
their  care.  As  an  example,  in  the  Queen’s  Hos- 
pital the  following  divisions  would  seem  advisable : 

(1)  Neuro-surgical  injuries 

(2)  Chest  injuries 

(3)  Abdominal  injuries 

(4)  Fractures 

( 5 ) Amputations 

(6)  Burns 

Conclusion 

Many  of  the  suggestions  here  made  are  not 
original.  Some  of  them  have  been  contributed 
by  Dr.  Judd  from  his  previous  war  experience. 
All  of  them,  I believe,  will  he  found  useful  if 
we  are  again  called  upon  to  treat  a considerable 
number  of  injured.  In  conclusion,  the  admonition 
of  “Be  ye  also  ready”  applies  to  every  Territorial 
inhabitant,  hut  doubly  so  to  those  caring  for 
the  war  wounded. 

881  Young  St. 
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U.  S.  Naval  Hospital,  Pearl  Harbor,  T.  H. 

Report  of  Activities,  December  7,  1941 


It  was  a quiet,  peaceful  Sunday  morning,  a 
few  minutes  before  8 o’clock  when  two  corpsmen 
took  their  place  at  the  foot  of  the  flagpole  on  the 
lawn  in  front  of  the  hospital.  One  carefully  cradled 
Old  Glory  and  the  hospital  flag  in  his  arms  while 
the  other  firmly  grasped  the  halyards.  A few 
medical  officers  reporting  early  loitered  around 
the  desk  of  the  Officer  of  the  Day.  No  one  gave 
heed  to  the  insistent  droning  of  motors  overhead 
— it  was  the  usual  morning  experience.  Sudden 
terrific  explosions  nearby  shattered  the  Sabbath 
stillness.  “Colors.”  called  the  Chief,  and  the  flag 
struck  the  peak  and  unfurled  in  the  gentle  morn- 
ing breeze.  “Carry  on”  was  ordered  amidst  the 
spattering  of  the  machine  gun  bullets  as  officers 
living  on  the  reservation  dodged  and  hurried  to 
the  hospital.  The  Mate  of  the  Day  reached  for 
the  telephone,  ordering  all  medical  personnel 
ashore  to  report  for  duty  immediately.  And  so 
began  the  memorable  day,  December  7th,  1941, 
for  the  35  doctors,  29  nurses,  and  256  corpsmen 
on  active  duty  at  the  United  States  Naval  Hos- 
pital. Pearl  Harbor,  T.  H. 

There  was  no  confusion  as  each  man  and 
woman  proceeded  to  his  assigned  post  of  duty, 
according  to  plans  of  some  months  preparation. 
Supplies  were  broken  out  and  distributed,  am- 
bulances were  dispatched,  and  the  grim  business 
of  caring  for  the  wounded  began. 

Casualties  arrived  in  a heavy  stream  and  for 
some  two  hours  they  were  received  at  the  rate  of 
several  per  minute.  The  immediate  handling  of 
such  a flood  of  patients  was  quite  a problem, 
but  it  was  solved  by  distributing  them  to  all  wards 
as  they  were  received.  It  was  recognized  that 
a receiving  ward  would  have  created  a hopeless 
bottleneck.  This  distribution  of  patients  was  di- 
rected by  the  Commanding  Officer,  Captain  Rey- 
nolds Hayden,  and  the  Executive  Officer.  Captain 
Frank  Ryan. 

The  badly  wounded,  those  needing  immediate 
surgical  attention,  were  sorted  out  by  the  admit- 
ting officer  and  sent  directly  to  the  surgical  am- 
phitheater where  four  operating  teams  worked 
steadily  without  rest  for  days.  The  chief  surgical 
nurse  and  assisting  hospital  corpsmen  deserve 
special  commendation  for  their  untiring  efforts. 

♦Approved  by  Public  Relations  Officer,  14th  Naval 
District  Intelligence  Office. 


Obvious  candidates  for  orthopedic  surgery  were 
directed  to  a special  ward  in  the  hospital,  while 
less  seriously  wounded,  with  or  without  obvious 
fractures,  were  distributed  to  the  nearest  vacant 
bed  in  any  of  several  wards. 

One  of  the  striking  aspects  of  these  casualties 
was  the  high  percentage  of  first  and  second  degree 
"flash"  burns  from  nearby  high  explosive  blasts. 
A large  majority  of  these  patients  had  been  over- 
board and  were  covered  with  fuel  oil.  Casualties 
were  so  numerous  that  no  attempt  could  be  made 
to  remove  the  oil  or  debride  the  wounds  until 
the  first  or  second  day  after  admission.  It  was 
therefore  necessary  at  first  to  use  some  type  of 
tanning  process  over  the  oil ; results  however 
were  quite  good.  The  more  severe  burn  casualties 
were  segregated  into  specially  designated  wrards 
where  the  maximum  amount  of  proper  supplies 
and  personnel  were  concentrated. 

Blast  injuries  of  the  lung  as  they  became 
apparent  were  collected  in  one  ward  for  more 
efficient  treatment.  As  immediate  measures,  1500 
units  of  tetanus  antitoxin  were  given  to  every 
patient  unless  it  had  previously  been  done  at  a 
battle  dressing  station  ; morphine  in  solution  was 
also  available  and  prescribed  generously.  Sulfa- 
nilamide powder  was  more  than  "frosted"  into 
all  open  wounds  and  sterile  dressings  applied, 
while  the  patient  of  necessity  was  bedded  for 
further  disposition.  Blankets,  hot  water  bottles, 
oxygen,  intravenous  fluids  and  plasma  were  on 
hand  in  sufficient  quantities  to  care  for  the  more 
urgent  cases.  As  might  be  expected,  all  patients 
were  suffering  from  shock  of  varying  degrees. 
Most  deaths  in  the  hospital  occurred  shortly  after 
or  within  24  hours  of  admission  and  were  due 
to  shock. 

The  care  of  patients  after  their  first  emergency 
treatment  required  24  hours  a day  for  about  10 
days  after  the  raid.  Doctors,  nurses  and  hospital 
corpsmen  were  divided  into  watches  for  this 
purpose.  While  the  main  operative  suites  were 
blacked  out  at  night,  work  in  the  wards  dur’ng  this 
time  was  quite  difficult,  because  total  blackout 
was  imperative.  At  night,  therefore,  the  only 
light  available  for  ward  treatment  was  the  faint 
blue  light  given  by  flashlights  equipped  with  blue 
glass.  This  naturally  seriously  slowed  up  work, 
especially  intravenous  medication. 
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As  the  days  wore  on  additional  surgical  dress- 
ings were  supplied  by  the  Honolulu  Chapter  of 
the  American  Red  Cross  and  quantities  of  “wet” 
plasma  were  furnished  by  the  Honolulu  Blood 
and  Plasma  Bank  operating  under  the  auspices 
of  the  Honolulu  Chamber  of  Commerce.  Grateful 
acknowledgement  of  these  valuable  contributions 
has  been  made  by  tbe  Commanding  Officer. 

The  tremendous  pressure  of  work  in  caring 
for  the  living  under  air  raid  conditions  can  only 
he  experienced,  not  described.  It  has  prevented 
preparation  of  a more  elaborate  or  detailed  report 
t1  an  the  following. 

Burns 

Tannic  acid,  jelly  and  spray,  with  and  without 
silver  nitrate  or  gentian  violet,  was  used  ; and  ex- 
perience does  not  warrant  the  recent  disapproba- 
tion these  valuable  remedies  have  received.  De- 
bridement was  carried  out  to  the  extent  of  the 
number  of  hands  and  amount  of  time  available. 
Morphine  generously,  heat  of  course,  plasma  and 
other  fluids  in  quantity,  with  control  by  the  labora- 
tory in  tbe  most  severe  cases,  was  the  order  of  the 
day. 

Sulfadiazine  in  triethanolamine  solution,  so 
widely  heralded  locally,  was  not  available  and  was 
not  used  in  a single  case.  A great  opportunity 
for  comparative  study  was  missed,  but  the  future 
may  offer  it  again. 

Statistics  cannot  be  given  ; aid  and  comfort  to 
the  enemy  must  he  avoided ; but  the  results  of 
treatment  under  the  circumstances  as  we  found 
them  were  remarkably  good.  Individualized  ideal 
treatment  for  a limited  number  of  burn  casualties 
is  t’.ie  goal  of  our  endeavor ; but  when  faced  within 
a few  hours  with  a greater  number  of  burn  cases 
than  one  would  see  in  a lifetime  of  practice,  that 
is  a different  matter.  Attention  should  be  focused 
on  prevention,  and  already-learned  lessons  should 
he  relearned,  namely: 

1 ) clothing,  even  light  clothing,  will  protect  the 
individual  against  a majority  of  these  first  and 
second  degree  ‘‘flash’'  burns,  and 

2)  Escharotic  agents  should  not  he  used  on  the 
face  and  the  hands.  On  these  areas  any  mild 
antiseptic  ointment  is  preferable  (the  British  use 
a 1 hr  gentian  violet  in  Merthiolate  jelly  at  battle 
dressing  stations). 

Wounds 

Sulfonamide  therapy,  both  local  and  general, 
is  revolutionizing  the  treatment  of  wounds.  Much 
is  being  written  elsewhere  on  the  subject  but 


experience  at  the  Naval  Hospital  demonstrated 
that  the  “Golden  Period”  of  six  hours  can  be 
ignored.  Cases  too  numerous  to  mention  proved 
this  point.  It  is  enough  to  mention  one.  This 
man  had  extensive,  lacerated,  shell  wounds  of 
the  lower  third  of  the  hamstring  muscles  of  both 
thighs.  These  were  generously  filled  with  sulfa- 
nilamide powder  and  dressed.  By  some  odd 
chance  he  was  not  sent  to  the  surgical  amphi- 
theater for  almost  72  hours.  At  this  point  the 
wound  was  thoroughly  debrided  and  the  severed 
muscles  sutured.  Healing  was  by  first  intention. 

Summarizing,  it  is  worthy  of  note  that  wound 
infection  occurred  in  only  a few  cases.  Treatment 
in  the  main  was  sulfanilamide  powder  in  the 
wound,  and  other  sulfonamides,  thiamine  chloride 
and  cevitamic  acid  by  mouth.  No  cases  developed 
tetanus  or  gas  gangrene. 

Orthopedic  Surgery 

All  types  of  fractures,  with  and  without  com- 
plicating shell  wounds,  were  treated  with  satis- 
factory results.  More  than  half  of  the  fractures 
were  compound.  Orr’s  plaster  cast  technique  was 
used  throughout  for  final  dressing,  and  of  the 
many  cases  so  treated,  only  one  had  a temperature 
of  over  99F  during  the  hospital  stay. 

The  officers  in  charge  of  the  orthopedic  ward 
deserve  and  earned  the  commendation  given  them 
by  the  surgeon  1 sent  here  by  the  Surgeon  General 
on  a tour  of  inspection. 

General  and  Genito-Urinary  Surgery 

Although  patients  in  these  classifications  were 
comparatively  few.  treatment  accorded  them  was 
in  keeping  with  the  best  traditions  of  modern 
surgery  including  sulfonamide  therapy. 

Blast  Injuries  of  the  Lungs 

A number  of  cases  were  recognized  on  ad- 
mission as  having  some  respiratory  injury.  Others 
did  not  develop  symptoms  until  later  in  the  day. 
Accordingly  19  of  these  cases  that  survived  were 
segregated  in  one  ward  for  appropriate  therapy. 
At  first  it  was  thought  that  they  were  suffering 
from  the  irritation  of  the  pulmonary  mucous  mem- 
brane by  the  inhaled  powder  or  oil  smoke,  with 
possibly  some  psychic  trauma.  Later,  with  more 
time  for  study  of  the  cases,  it  was  apparent  that 
the  condition  was  what  is  described  by  the  British 
as  "blast  injury  of  the  lungs.”  In  varying  degrees 
of  severity  and  differing  combinations,  these  men 
presented  the  symptoms  of:  shock,  respiratory  dif- 

1 The  surgeon  referred  to  was  Dr.  I.  S.  Ravdin  of  Phila- 
delphia.— Ed. 
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ficulty,  mainly  inspiratory;  cyanosis;  cough;  pain 
in  the  chest,  more  often  lateral  than  central ; and 
restlessness.  The  restlessness  was  marked  and 
out  of  all  proportion  to  the  apparent  severity  of 
injury.  The  sputum  was  frothy  and  often  blood- 
stained. Signs  were  either  absent  or  consisted  of 
hyperresonance  with  coarse  and  sibilant  rales  bi- 
laterally. Secondary  infection  with  the  signs  and 
symptoms  of  bronchial  pneumonia  developed  in 
four  cases.  X-ray  films  of  the  chest  in  the  un- 
complicated cases  revealed  a dense  mottling 
throughout  both  lung  fields,  resembling  a patchy 
bronchial  pneumonia.  All  of  these  men  had  been 
in  the  vicinity  of  high  explosive  blasts  but  there 
was  no  external  evidence  of  injury.  The  main 
pathological  lesion  is  described  as  pulmonary 
hemorrhage,  massive  or  multiple,  with  rupture 
of  the  capillary  and  alveolar  walls.  There  may  be 
associated  subarachnoid  hemorrhages.  These  le- 
sions explain  the  symptoms.  Treatment  was 
supportive  and  symptomatic,  namely,  strict  bed 


rest,  oxygen  by  tent  or  Boothby-Lovelace  mask, 
which  was  certainly  lifesaving  in  every  serious 
case;  heat;  fluids  and  morphine  for  shock  (in 
retrospect,  plasma  would  have  helped)  and  mor- 
phine and  codeine  for  pain,  cough,  or  restlessness. 
The  barbituates  did  not  seem  to  be  of  much  value. 
16  cases  recovered  completely,  but  3 remained 
with  roentgenographic  evidence  of  failure  of  reso- 
lution. and  2 have  definitely  diminished  pulmonary 
function.  This  clinical  entity  and  picture  should 
be  recognized  by  all  medical  and  other  personnel 
at  battle  or  first-aid  stations,  to  permit  proper 
disposition  of  these  cases  to  the  nearest  hospital. 
The  early  institution  of  rest  and  other  necessary 
measures  is  of  prime  importance. 

The  Staff  of  the  Naval  Hospital  takes  pride 
in  the  fact  that  this  very  large  stream  of  casualties 
was  adequately  cared  for  without  outside  assist- 
ance except  for  a number  of  trained  nurses  from 
Honolulu  who  volunteered  their  services.  Their 
assistance  was  very  valuable  and  greatly  appre- 
ciated. 
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Surgical  Treatment  of  Cranio-Cerebal  War  Wounds 

Ralph  B.  Cloward,  m.  l. 
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Among  the  most  serious  wounds  seen  in  war 
casualties  are  the  penetrating  wounds  of  the  head. 
The  majority  of  these  wounds,  although  not  im- 
mediately fatal,  will  result  in  complications  which 
go  on  to  a fatal  termination  if  the  wounds  are 
not  properly  treated  from  the  beginning.  It  is 
the  purpose  of  this  communication  to  outline  the 
accepted  neurosurgical  methods  of  treatment  of 
these  wounds,  which  were  used  in  our  recent  ex- 
periences with  war  casualties  in  Hawaii.  These 
methods  are  the  result  of  an  accumulation  of 
knowledge  taken  from  the  writings  of  Dr.  Harvey 
Cushing  and  his  associates1  in  the  first  World 
War,  and  from  the  numerous  articles  published  by 
European  neurosurgeons  in  France,2’ 3 Germany  4 
and  England  3>  6 since  1938. 

The  wounds  usually  encountered  are  compound 
depressed  fractures  of  the  skull  produced  by  sharp, 
irregular  fragments  of  metal  (Fig.  1).  The  nature 
of  the  wound  produced  depends  upon  the  size 
and  position  of  the  metal  fragment  when  it  makes 
contact  with  the  head.  Some  of  the  scalp  wounds 
are  so  small  they  may  be  missed  on  casual  exam- 
ination. Beneath  these  small  scalp  wounds,  which 
may  appear  to  be  nothing  more  than  a scratch, 
one  may  find  by  x-ray  examination  extensive 
fractures  of  the  skull  and  a large  thin  flat  metallic 
object  in  the  brain.  The  larger  wounds  in  the 


Fig.  1.  An  example  of  the  type  of  metallic  foreign  bodies  removed 
from  the  brain  of  war  casualties. 


scalp  are  jagged,  irregular  defects  with  multiple 
radiating  lacerations  and  considerable  destruction 
to  tissue. 

Injuries  to  the  skull  by  these  missiles  are 
usually  circumscribed  holes  with  no  linear  fracture 
line  radiating  from  the  point  of  entry.  The  hole  in 
the  outer  table  of  the  skull  is  almost  always  small, 
corresponding  to  the  size  and  shape  of  the  mis- 
sile. The  hole  in  the  inner  table  is  as  a rule  many 
times  larger  than  the  missile.  Numerous  shattered 
fragments  of  the  inner  table  of  the  skull  are  carried 
deep  into  the  brain  by  the  foreign  body,  lacerating 
the  dura  mater,  cortical  vessels  and  brain  sub- 
stance over  a much  wider  area  than  one  would 
suspect  from  the  size  of  the  foreign  body. 

Success  in  the  treatment  of  this  type  of  wound 
depends  upon : first,  the  preliminary  treatment 
given  the  patient  at  the  time  of  his  injury;  second, 
the  time  of  the  operation ; and  third,  the  nature 
of  the  operative  procedure  itself. 

The  preliminary  treatment  is  extremely  im- 
portant. All  hair  should  be  clipped  from  the  head. 
This  is  essential  for  careful  inspection  of  the 
scalp,  since  the  smaller  wounds  may  not  be  found 
through  a thick  head  of  hair.  The  edges  of  the 
lacerated  wound  are  cleansed  with  soap  and  water, 
and  bleeding  from  the  larger  vessels  stopped  with 
local  pressure  or  a piece  of  rubber  tubing  about 
the  head.  Temporary  dressings  are  then  applied 
after  the  wound  has  been  filled  with  one  of  the 
sulfonamide  drugs.  Morphine  is  contraindicated 
unless  the  patient  has  extensive  painful  wounds 
elsewhere ; it  should  not  be  used  routinely. 

On  admission  to  the  hospital,  the  patients  are 
first  examined  neurologically  to  determine,  if 
possible,  the  extent  of  the  injury  to  the  brain. 
If  the  patient  shows  signs  of  shock,  this  is  treated 
with  intravenous  saline,  blood  plasma  or  whole 
blood.  Tetanus  antitoxin  or  a “booster”  injection 
of  tetanus  toxoid  is  administered  and  x-rays  of 
the  skull  are  taken,  stereoscopic  views  whenever 
possible.  It  must  be  emphasized  in  taking  x-rays 
of  the  skull  that  sufficient  voltage  be  used  or  the 
time  of  exposure  prolonged  in  order  to  obtain  a 
dark  film.  Small  depressed  fragments  of  bone 
and  often  the  metallic  foreign  body  itself  may  be 
entirely  missed  in  an  x-ray  that  is  under-exposed. 
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Operation  for  this  type  of  injury  should  not 
he  delayed  any  longer  than  necessary.  The  op- 
timum time  for  operation  is  within  the  first  six 
hours  after  the  injury.  However,  if  of  necessity 
the  procedure  must  be  delayed  24  to  36  hours  it 
should  be  treated  as  a fresh  wound  and  closed 
without  drains.  W ounds  over  48  hours  old,  ac- 
cording to  the  European  surgeons,7  must  be 
treated  as  infected  wounds  and  left  open. 

The  choice  of  anesthetic  depends  upon  the 
patient’s  condition  at  the  time  of  the  operation. 
The  majority  of  our  cases  were  conscious  and 
cooperative  so  that  a local  anesthetic  of  2%  novo- 
caine  was  adequate.  In  the  restless  uncooperative 
cases,  rectal  avertin  anesthesia  supplemented  with 
intravenous  sodium  pentothal  can  be  used. 

In  the  treatment  of  scalp  wounds  a wide  area 
circumscribing  the  wound  is  painted  with  iodine 
and  the  area  anesthetized  by  a circular  local  block 
anesthesia.  The  wounds  can  then  be  scrubbed 
and  cleansed  without  pain  to  the  patient.  Large 
quantities  of  sterile  water  and  green  soap  and  a 
mild  antiseptic  are  used.  All  jagged  irregular 
edges  of  skin  are  cut  away,  using  if  possible  a 
fusiform  incision  around  the  wound.  Large  skin 
defects  up  to  4 cm.  in  diameter  can  frequently 
lie  closed  tightly  by  adequately  undermining  the 
adjacent  scalp.  If  the  edges  of  the  wound  cannot 
be  approximated,  a second  superficial  incision 
down  to  the  periosteum  can  be  made  on  either 
side  of  the  wound  3 or  4 cm.  from  its  edge. 
Initial  wounds  can  then  be  closed,  using  two  layers 
of  black  silk.  The  two  raw  crescent  shaped  areas 
produced  by  the  laterally  placed  incisions  rapidly 
granulate  and  epithelialize.  Drains  are  never  used 
in  fresh  wounds. 

When  the  penetrating  hole  in  the  skull  is 
small,  one  can  obtain  adequate  exposure  for  treat- 
ment of  the  underlying  structures  by  rongeuring 
away  the  jagged  edges  of  bone  and  enlarging  the 
defect.  Holes  in  the  skull  produced  by  larger 
missiles,  however,  require  more  exposure  to  ade- 
quately treat  the  extensive  damage  to  the  brain 
and  dura  mater.  In  these  cases  a small  bone  flap 
is  elevated  along  one  side  of  the  hole  in  the  skull. 
The  exposure  of  a bone  flap  is  important  also 
in  order  to  obtain  a large  piece  of  periosteum 
from  the  skull  to  be  used  in  the  repair  of  the  dura 
mater. 

The  irregular  holes  in  the  dura  mater  are 
always  larger  than  the  scalp  wound,  because  of 
tearing  by  the  fractured  fragments  of  the  inner 
table  of  the  skull  in  addition  to  the  missile.  A 


careful  debridement  of  the  irregular  edges  of  the 
dural  defects  is  made  to  obtain  clean  edges.  All 
defects  in  the  dura  mater  must  be  closed  tightly 
to  prevent  leakage  of  cerebrospinal  fluid  through 
the  wound.  The  defect  in  the  dura  mater  cannot 
be  closed  by  pulling  its  edges  together  like  the 
scalp  because  the  dura  has  no  elasticity.  It  is 
therefore  necessary  to  patch  the  defect  with  tissue 
obtained  either  from  the  periosteum  of  the  over- 
lying  skull  or  fascia  lata  from  the  thigh.  The  im- 
portance of  this  tight  closure  of  the  dura  mater 
cannot  be  overemphasized,  particularly  when  the 
wound  passes  through  any  of  the  paranasal  sinus- 
es. The  development  of  secondary  meningitis  or 
of  cerebrospinal  fluid  draining  from  the  nose  can 
thus  be  prevented. 

The  most  important  part  of  the  operative  pro- 
cedure is  a thorough  debridement  and  cleansing 
of  the  missile  tract  through  the  brain.  Along 
the  missile  tract  one  may  find  hair,  dirt,  grass 
and  fragments  of  fractured  bone.  The  damaged 
brain  tissues  and  blood  clots  are  removed  with 
suction  and  all  foreign  material  carefully  picked 
out  of  the  wound.  The  sinus  tract  is  then  gently 
irrigated  with  copious  quantities  of  warm  sterile 
saline  solution.  If  the  tract  is  deep  a catheter  may 
be  attached  to  the  irrigating  syringe.  The  catheter 
may  also  be  used  to  great  advantage  to  palpate 
the  depth  of  the  wound  for  foreign  bodies. 

When  an  inspection  of  the  tract  in  the  brain 
shows  it  to  be  completely  free  of  foreign  material 
and  all  bleeding  points  have  been  controlled,  the 
iract  is  filled  with  sulfanilamide  powder  before 
the  wound  is  closed. 8 Sulfanilamide  has  been 
found  to  be  non-irritating  to  the  brain  and  to 
exhibit  the  same  bacteriostatic  effect  there  as  in 
open  wounds  elsewhere.9  The  question  arises 
as  to  wdiether  the  metallic  foreign  body  should  be 
removed  from  the  brain  or  left  in.  Obviously  if 
the  missile  is  at  all  accessible  it  should  be  removed. 
The  incidence  of  epileptic  attacks  in  individuals 
with  bullets  in  their  brain  is  said  to  be  as  high 
as  50%.  When  the  foreign  body  is  small  and 
has  penetrated  the  brain  to  a great  depth,  how- 
ever, it  is  best  not  to  attempt  to  recover  it. 

The  post-operative  care  of  the  uncomplicated 
case  consists  of  absolute  bed  rest  for  a minimum 
of  three  weeks.  Pain  is  readily  controlled  with 
aspirin.  A routine  course  of  sulfonamide  therapy 
is  given  for  a week  or  ten  days,  or  longer,  depend- 
ing on  the  temperature  reaction.  All  patients  are 
placed  on  anticonvulsant  drugs  in  adequate  doses. 
I’henobarbital  .065  Gm.  (grains  1)  three  times 
a day  is  recommended.  Patients  are  strongly  ad- 
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vised  to  continue  the  drug  for  a period  of  at  least 
one  year  following  the  injury. 

In  the  cases  treated  within  48  hours  after  the 
bombing  attack  by  the  procedure  outlined  above, 
no  post-operative  complications  were  encountered. 
The  following  complications  may  arise  from  these 
injuries:  persistent  increased  intracranial  pressure 
from  edema ; secondary  hemorrhage  along  the 
missile  tract  with  hematoma  formation : subarach- 
noid hemorrhage:  and  meningitis.  In  order  that 
these  complications  may  be  recognized  early,  fre- 
quent neurological  examinations  including  oph- 
thalmoscopic studies  must  be  performed.  Low- 
ering of  the  level  of  consciousness  or  development 
of  a hemiplegia  may  indicate  formation  of  an 
intracerebral  hematoma  and  require  reopening  of 
the  wound.  Lumbar  punctures  are  done  only  when 
the  patient  shows  signs  of  meningitis  or  persistent 
subarachnoid  hemorrhage  indicated  by  rise  in 
temperature,  rigidity  of  the  neck  and  slow  pulse. 

Patients  that  are  not  operated  upon  within  the 
first  48  hours  should  be  treated  as  infected 
cases. 7 The  scalp,  bone  and  dura  mater  are  de- 
brided  as  described  above,  the  missile  tract  cleaned 
out  and  all  foreign  material  removed.  The  entire 
wound  is  then  filled  with  sulfanilamide  powder 
from  the  bottom  of  the  missile  tract  in  the  brain 
to  the  skin,  and  the  tract  in  the  brain  packed 
loosely  with  vaseline  gauze  or  gauze  strips  sur- 
rounded by  rubber  tissue  drains.  This  type  of 
packing  is  used  to  prevent  the  gauze  and  the  sulfa- 
nilamide powder  from  becoming  adherent  to  the 
brain  tissue  which  may  result  in  hemorrhages 
when  it  is  removed.  All  head  wounds  are  dressed 


with  a large  dressing.  A large  pad  of  cotton  is 
bandaged  over  the  sterile  dressings  to  give  pro- 
tection to  the  tender  scalp  in  the  clean  wounds 
and  to  absorb  pus  and  cerebrospinal  fluid  in  the 
infected  ones. 

The  principles  of  treatment  described  above 
can  best  be  exemplified  by  a head  injury  case  with 
complications. 

Case  Report 

U.  O.,  Japanese  female,  age  5 years,  a war 
casualty,  was  admitted  to  the  Children’s  Hospital, 
Honolulu,  five  weeks  after  her  injury.  She  had 
been  treated  in  a rural  hospital  where  x-rays  of 
her  head,  taken  at  the  time  of  her  injury,  were 
thought  to  be  negative  for  skull  fracture  (Fig.  2). 
The  scalp  wounds  had  been  sutured  without  drains. 
She  was  given  an  adequate  course  of  sulfonamide 
therapy,  but  continued  to  run  a fever  and  de- 
veloped a very  stiff  neck.  The  meningitis  failed 
to  respond  to  the  sulfonamide  drugs  and  the  scalp 
wound  broke  open  and  drained  pus.  The  x-rays 
of  the  skull  were  then  repeated,  this  time  using 
twice  the  exposure  of  the  initial  film.  The  darker 
film  thus  obtained  revealed  the  skull  fracture  with 
numerous  foreign  bodies  in  the  left  frontal  lobe 
of  the  brain  (Fig.  3). 

On  admission  to  the  Children’s  Hospital,  the 
child  was  found  conscious  and  alert.  There  were 
no  positive  neurological  findings  except  a moderate 
blurring  of  the  optic  discs.  The  scalp  wound 
of  the  right  forehead  at  the  hair  line  was  oozing 
pus.  The  patient  was  operated  upon  under  ether 
anesthesia  and  an  abscess  about  4 cm.  in  diameter 


Fig.  2.  Underexposed  X-Ray  of  skull  which  fads  to  show  extent  Fig.  3.  Second  X -Ray  of  skull  show  ing  intra  - cerebral  foreign 
of  fracture.  bodies  of  bone  and  metal. 
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was  found  in  the  right  frontal  lobe  containing 
considerable  hair,  bone  and  metallic  fragments, 
and  pus.  The  abscess  cavity  was  cleaned  out, 
irrigated  with  saline  solution  and  filled  with  sul- 
fanilamide powder  and  packed  open.  Four  days 
later  the  entire  abscess  wall  with  a considerable 
amount  of  edematous  brain  tissue  of  the  frontal 
lobe  had  herniated  through  the  defect  in  the  skull, 
forming  a large  cerebral  fungus  on  the  outside 
of  the  head.  This  was  removed  and  in  doing  so 
the  anterior  horn  of  the  ventricle  was  opened  and 
copious  amounts  of  cerebrospinal  fluid  drained 
from  the  wound.  The  child  has  shown  some  im- 
provement since  the  last  operation.  With  the 
constant  drainage  of  cerebrospinal  fluid  from  the 
ventricle  her  stiff  neck  has  disappeared  and  the 
temperature  is  gradually  subsiding.  She  is  still 
in  the  hospital  and  probably  will  be  for  many 
weeks. 

Comment 

This  case  illustrates  the  necessity  of  good 
x-ray  pictures  and  early  radical  treatment  of  the 
penetrating  wounds  of  the  head  to  prevent  the 
development  of  the  serious  complications  described 
in  this  case. 

Conclusions 

The  treatment  of  penetrating  war  wounds  to 
the  head  as  here  outlined  has  now  been  used  in 
a sufficient  number  of  cases  to  prove  its  value. 
By  improving  the  surgical  technique  in  the  first 
World  War,  Dr.  Harvey  Cushing  was  able  to 
reduce  the  mortality  of  this  type  of  wound  from 
60  per  cent  to  28  per  cent.1  With  the  addition 


of  the  sulfonamide  drugs  neurosurgeons  of  the 
second  World  War  have  lowered  the  mortality 
rate  still  farther.  If  we  in  Hawaii  should  again 
be  subjected  to  attack,  the  penetrating  wounds  of 
the  head,  if  treated  in  this  manner  need  not  be 
considered  as  serious  or  fatal  wounds. 

Young  Hotel  Bldg. 
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Their  prevention  and  management  in  war  wounds. 

F.  J.  Halford,  m.d. 

Honolulu 


It  is  of  more  than  passing  interest  that  notes 
were  made  on  the  occurrence  and  management 
of  gas  gangrene  and  on  the  occurrence — or  rather 
non-occurrence  — of  tetanus  among  the  casual- 
ties of  December  7th.  I had  the  opportunity, 
through  the  courtesy  of  the  Army  physicians  in 
charge,  to  observe  those  cases  seen  at  the  Tripler 
General  Hospital  at  Fort  Shatter,  Honolulu. 

There  were  only  11  proved  cases  of  gas 
bacillus  infection , though  the  number  and  type 
of  casualties  treated  would  have  led  us  to  expect 
not  less  than  4 or  5 times  this  number.  It  seems 
likely  that  thorough  debridement  of  wounds  and 
dressing  without  primary  suture  largely  account 
for  this  surprisingly  low  incidence ; perhaps  the 
generous  use  of  sulfanilamide,  both  topically  and 
orally,  also  played  a part. 

All  11  cases  of  gas  gangrene  occurred  in  cases 
where  primary  suture  of  the  wound  was  per- 
formed, and  this  was  done  in  only  a small  pro- 
portion of  the  cases  treated.  Certainly  this  points 
very  clearly  to  the  danger  of  such  a procedure. 
Traumatic  wounds  should  not  be  subjected  to 
primary  suture ! Sulfanilamide  cannot  be  relied 
upon  to  prevent  gas  gangrene  infection  unless 
the  wound  is  left  open. 

So  much  confusion  still  exists  as  to  the  proper 
choice  of  a sulfonamide  for  use  in  wounds  that 
I pass  on  herewith  the  judgment  of  Dr.  Perrin 
H.  Long  on  this  subject.  “Plain  sulfanilamide 
crystals,  the  larger  size,  are  best  for  direct  appli- 
cation. In  the  abdomen  4 to  8 grams  of  sulfanila- 
mide is  more  than  adequate ; it  may  be  supple- 
mented by  the  same  drug  orally  in  a dose  of  4 
Gm.  stat  and  2 Gm.  every  4 hrs.  for  24  hrs., 
then  1 Gm.  every  4 hrs.  thereafter,  with  a check 
of  the  wrhite  count  on  the  3rd  day,  or  intra- 
venously in  a dose  of  500  cc.  of  an  0.8%  solution 
twice  a day.”  In  streptococcic  or  pneumococcic 
infections,  sulfadiazine  is  to  be  preferred,  4.0  Gm. 
'stat  followed  by  1 Gm.  every  4 hrs.  for  3 days; 
or  sodium  sulfadiazine,  0.1  Gm.  per  kilogram 
body  weight  in  5%  solution  in  distilled  water, 
daily  by  vein.  Sulfathiazole  should  not  be  used 
for  topical  application  to  wounds  because  it  is 


poorly  absorbed  and  forms  a plaster-cast  type 
of  covering.  Its  use  should  be  practically  confined 
to  gonococcus  infections,  for  which  it  is  specific; 
sulfadiazine  has  superseded  it  for  almost  every 
other  organism. 

The  diagnosis  of  gas  gangrene  was  made  on 
the  basis  of  the  following  criteria: 

( 1 ) The  typical  “dead  rat”  or  garlic-like  odor 
(in  all  cases). 

(2)  Increased  temperature,  pulse  and  rate  of 
respirations ; usually  a rapid,  pounding 
pulse  out  of  proportion  to  the  fever. 

(3)  Crepitation  beneath  the  skin  adjacent  to 
the  wound  (a  late  sign : don’t  wait  for  it). 

(4)  X-ray  evidence  of  gas  in  the  tissues  (also 
late). 

(5)  Smears,  and  2 generous  biopsies,  from 
the  involved  area,  for  laboratory  exami- 
nation. 

Suspected  cases  were  isolated  in  a “G-G”  ward 
provided  with  a separate  operating  room,  dressing 
sets  and  sterile  supplies. 

These  cases  were  dressed  twice  daily,  at 
which  time  generous  amounts  of  sulfanilamide 
were  dusted  and  even  brushed  into  the  wounds. 
The  drug  was  also  used  orally,  in  combination 
with  sulfathiazole.  Transfusions  of  500  cc.  of 
whole  blood  were  given  almost  daily,  and  were 
thought  to  be  of  definite  benefit.  X-ray  therapy, 
though  its  status  is  still  controversial,  was  em- 
ployed in  every  case;  the  factors  used  were  140 
Kvp.  with  a filter  of  y2  mm.  copper  and  1 mm. 
aluminum,  and  a 15  x 15  cm.  port.  Each  case 
received  200r  on  diagnosis,  followed  by  lOOr 
twice  a day  to  a total  dose  of  700r.  Not  one 
case  received  a therapeutic  injection  of  gas  gang- 
rene antitoxin,  largely  because  we  have  doubted 
the  specificity  of  commercial  antisera  for  our 
local  gas-forming  anaerobes.  Studies  are  now 
under  way  at  last  to  determine  whether  our  gas- 

formers  are  malihinis  or,  kamaainas* 



* nudihim — Hawaiian  for  newcomer,  recent  arrival. 

kamaaina — Hawaiian  for  long-time  resident,  “child  of 
the  land.”  , 
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Almost  every  casualty  treated  at  Tripler  Hos- 
pital had  previously  received  prophylactic  injec- 
tions of  tetanus  toxoid,  and  was  given  a “booster” 
injection  on  or  soon  after  the  7th,  which  may 
help  account  for  the  fact  that  no  cases  of  tetanus 
zvere  observed  among  them.  Debridement,  non- 
suture, and  just  good  luck  may,  of  course,  also 
have  played  a part.  Tetanus  antitoxin  was  used 
in  only  a few  cases  which  were  not  definitely 
known  to  have  had  the  toxoid.  The  details  as  to 
the  type  of  toxoid  employed,  the  interval  between 


injections,  the  interval  between  the  second  injection 
and  December  7th,  and  the  number  of  cases 
treated,  are  not  available  as  yet ; they  will  no 
doubt  be  made  public  by  the  Medical  Department 
of  the  United  States  Army  in  due  course.  It 
does  not  seem  unduly  enthusiastic,  however,  to 
crusade  on  the  basis  of  this  experience  for  mass 
tetanus  toxoid  inoculation  of  all  civilians,  adults 
as  well  as  children, — particularly  in  view  of  our 
deplorably  high  annual  incidence  (5.7  per  hundred 
thousand)  of  tetanus  in  Hawaii  even  in  peace  time. 

1133  Punchbowl  St. 


TETANUS  IN  HAWAII 

M orbidity  & Mortality  Statistics 
Haivaii  Territorial  Board  of  Health 


Year 

Outside  islands 
(not  Oahu) 

Island  of  Oahu 
(not  Honolulu) 

Honolulu 

only 

Total  for  Territory 

Cases 

Deaths 

Cases 

Deaths 

Cases 

Deaths 

Cases 

Deaths 

Mortality 

1934-35 

6 

6 

5 

2 

19 

7 

30 

15 

50% 

1935-36 

9 

8 

2 

1 

16 

7 

27 

16 

59% 

1936-37 

7 

6 

4 

2 

12 

8 

23 

16 

69% 

1937-38 

6 

2 

4 

1 

11 

6 

21 

9 

43% 

1938-39 

5 

4 

2 

1 

15 

6 

22 

11 

50% 

1939-40 

6 

4 

2 

1 

17 

6 

25 

11 

44% 

1940-41 

9 

2 

1 

0 

13 

8 

23 

10 

43% 

Annual  average 

6.8 

4.8 

2.8 

1.1 

14.5 

6.8 

24.4 

12.5 

51.2% 

Mortality  by  Age  Groups 


Age  in  years 

Number  deaths 

% TOTAL  DEATHS 

Under  1 

3 

3.4 

1 to  9 

34 

38.6 

10  to  19 

16 

18.1 

20  and  over 

35 

39.7 

Total  (7  years) 

88 

100.0 

Every  month,  for  the  last  7 years,  two  people 
in  the  Territory  of  Hawaii  have  developed  tetanus, 


and  one  of  them  has  died  of  it! 
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Eye  Injuries  in  Warfare 

W.  J.  Holmes,  m.  d. 

Honolulu 


The  outcome  of  ocular  injuries  depends  upon 
the  promptness  and  adequacy  of  first  aid  treat- 
ment. This  is  especially  applicable  to  war  injuries, 
where  infections  are  more  frequent  and  virulent 
than  in  injuries  incurred  in  industrial  accidents. 
It  has  been  estimated  that  ocular  injuries  and  dis- 
turbances of  the  visual  apparatus  comprised  8 
per  cent,  of  all  war  injuries  in  World  War  I. 

In  order  to  save  eyes,  combat  infection,  and 
retain  useful  vision,  it  is  imperative  that  a well 
devised  plan,  founded  on  sound  ophthalmological 
principles,  be  carried  out  within  the  shortest  pos- 
sible time.  The  following  paragraphs  are  offered 
as  a brief  review  to  civilian  practitioners  and 
medical  officers  who  are  not  accustomed  to  handle 
eye  diseases  but  who  in  an  emergency  may  be 
called  upon  to  do  so.  The  principles  emphasized 
reflect  current  conceptions  on  the  diagnosis  and 
management  of  eye  injuries  and  have  been  suc- 
cessfully employed  during  and  since  the  raid  on 
Oahu. 

Orbital  Fractures 

Fractures  of  the  orbits  may  be  depressed  frac- 
tures of  the  floor  or  fractures  of  the  anterior  fossa 
involving  the  roof.  Either  of  these  may  involve 
the  apex  of  the  orbit  and  endanger  vision.  Ec- 
chymoses  and  subconjunctival  hemorrhages  ap- 
pearing hours  or  days  after  the  injury  are  pathog- 
nomonic of  orbital  fractures.  Emphysema  of  the 
soft  tissues  indicates  a fracture  into  one  of  the 
nasal  accessory  sinuses.  Immediate  forward  pro- 
trusion of  the  eye  is  evidence  of  hemorrhage  into 
the  muscle  cone ; pulsating  exophthalmos  develop- 
ing later  suggests  traumatic  arterio-venous  aneur- 
ism ; paralyses  of  the  extraocular  muscles,  im- 
mediate or  delayed  loss  of  vision  are  signs  of 
injury  at  the  orbital  apex. 

The  treatment  of  fractures  of  the  orbital  floor 
consists  of  prompt  reduction  of  the  fragments 
by  elevation  of  the  malar  bone  through  the 
antrum  or  through  an  incision  made  in  the  lower 
lid. 

Infection 

Infection  within  the  orbit  manifests  itself  in 
the  form  of  orbital  cellulitis.  It  is  characterized 
by  unilateral  swelling  of  the  eyelids,  edema  of 


the  conjunctivae,  proptosis,  partial  fixation,  and 
pain  on  attempted  rotation  of  eyeball.  The  con- 
stitutional symptoms  are  mild  in  the  early  stages 
but,  with  the  development  of  an  orbital  abscess, 
become  those  of  a severe  infection.  The  treat- 
ment consists  of  hot  applications  over  the  eye, 
chemotherapy,  and  if  necessary,  a free  exploratory 
incision  into  the  orbit  through  the  lower  lid. 


Horizontal  section  of  eye,  showing  upper  surface  of  lower  segment. 


Burns 

Burns  of  the  eye  may  be  due  to  thermal, 
caustic,  or  gaseous  agents.  They  all  produce 
more  or  less  pain,  lacrimation,  swelling  and  red- 
ness of  the  lids,  edema  of  the  conjunctivae,  and 
in  extreme  cases,  edema  and  erosion  of  the  corneal 
epithelium. 

In  burns  due  to  ultra  violet  light  from  electric 
welding,  the  symptoms  appear  after  a latent  period 
of  eight  to  fourteen  hours  and  disappear  within 
twenty  four  to  thirty  six  hours.  The  treatment 
is  restricted  to  the  frequent  applications  of  2 
per  cent.  Holocaine  ointment,  the  use  of  opaque 
glasses,  and  cold  compresses. 

The  treatment  of  burns  due  to  mustard  gas 
(dichlordiethyl  sulphide)  and  tear  gas  (Chlora- 
cetophenone  and  brombenzi-cyanide)  consists  of 
frequent  irrigations  with  1 per  cent,  sodium 
bicarbonate  solution  followed  by  instillation  of 
sterile  petrolatum.  Atropine  in  strengths  of  1 
to  2 per  cent,  should  be  used  for  corneal  complica- 
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tions.  Cocaine  must  not  be  used  in  mustard  gas 
burns.  These  eyes  must  never  be  bandaged  but 
should  be  protected  with  dark  glasses. 

Burns  caused  by  caustic  acids  or  alkalies 
should  be  immediately  irrigated  with  generous 
quantities  of  water.  Thorough  mechanical  re- 
moval of  all  adherent  particles  is  of  extreme  im- 
portance. A firm,  protective  coaguluin  over  the 
conjunctivae  is  desirable  and  can  be  obtained  by 
using  a 20  per  cent,  solution  of  glycerite  of  tannic 
acid,  U.S.P.  The  after  treatment  depends  upon 
the  degree  of  injury.  Atropine  should  be  pre- 
scribed if  corneal  complications  develop. 

External  Wounds 

Wounds  of  the  lids  and  conjunctivae  often 
complicate  lesions  of  the  globe  and  face.  The  lids 
rapidly  become  edematous,  the  swelling  often 
closing  the  eye  within  a few  moments.  The  treat- 
ment consists  of  washing  the  skin  carefully  with 
soap  and  water  and  repairing  the  torn  edges  at 
once  with  primary  sutures.  This  routine  is  con- 
trary to  the  teachings  of  Dr.  Moorhead  but  is 
advocated  for  these  wounds  because  new-formed 
granulation  tissue  may  produce  disfiguring  con- 
tractures of  the  eyelids,  adhesions  between  the 
lids  and  the  bulb,  and  cicatricial  deformities  neces- 
sitating secondary  plastic  repair.  Where  dirt  has 
been  carried  into  the  wound,  anti-tetanus  serum 
should  be  given,  unless  the  patient  has  previously 
received  tetanus  toxoid. 

Foreign  Bodies 

Small  foreign  bodies  in  the  orbit  which  are 
not  easily  accessible  and  are  not  associated  with 
infection  should  be  left  alone. 

Non-perforating  foreign  bodies  of  the  con- 
junctivae and  corneae  are  the  commonest  of  all 
eye  injuries.  Good  anaesthesia  (0.5%  pontocaine, 
4%  cocaine)  and  proper  illumination  are  essential 
in  removing  the  invading  particles.  Metallic  for- 
eign bodies  often  leave  a surrounding  rust  area 
which  must  be  thoroughly  removed.  After  removal 
of  all  except  very  superficial  substances,  an  anti- 
septic, such  as  bichloride  of  mercury  1 :3000, 
should  be  applied  and  the  eye  bandaged  for  twenty- 
four  hours.  Ulcers  and  abrasions  of  the  cornea 
frequently  heal  without  any  residuum ; however 
they  must  be  considered  potentially  dangerous, 
because  of  the  possibility  of  infection  and  per- 
foration. In  order  to  detect  their  presence,  one 
drop  of  a 2 per  cent,  solution  of  fluorescein  is 
instilled  into  the  conjunctival  sac;  this  colors  the 
denuded  area  a brilliant  yellow-green.  If  the 
abrasion  is  infected,  it  should  be  curetted  and 
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cauterized  with  tincture  of  iodine  or  with  10  to 
20  per  cent,  trichloracetic  acid.  Rest  of  the  eye 
is  insured  by  the  local  administration  of  homa- 
tropine  hydrobromide  (2  per  cent.)  or  atropine 
sulphate  (1  per  cent.)  and  bandaging. 

Anaesthetic  ointments  are  not  recommended 
for  painful  corneal  lesions,  due  to  their  tendency 
to  dry  the  superficial  layers  of  the  cornea.  If 
pain  is  severe,  hot  moist  compresses  and  oral  or 
subcutaneous  analgesics  should  be  prescribed. 

Injuries  of  the  Globe 

Perforating  ocular  injuries  resulting  from  ex- 
plosions of  projectiles  differ  from  penetrating  in- 
juries of  civilian  life  by  their  multiplicity,  the 
occurrence  of  extensive  associated  lacerations,  and 
the  prevalence  of  infection.  Roentgenograms 
should  be  taken  in  every  instance  of  suspected 
intraocular  foreign  body  and,  if  possible,  accurate 
localization  should  be  secured.  When  the  eyeball 
presents  an  open  wound,  application  of  the  magnet 
to  this  wound  may  be  sufficient  to  deliver  the 
foreign  body.  Non-magnetic  foreign  bodies  lodged 
anterior  to  the  vitreous  should  be  removed  through 
an  incision  into  the  anterior  chamber.  If  they  are 
embedded  in  the  iris,  the  portion  of  the  iris  con- 
taining the  foreign  body  should  be  excised.  If 
they  have  penetrated  the  lens,  simultaneous  de- 
livery of  the  cataract  and  the  foreign  substance 
is  the  procedure  of  choice.  Foreign  bodies  which 
have  entered  the  vitreous  should  be  extracted 
immediately  through  a posterior,  scleral  incision. 
When  the  foreign  body  is  not  easily  accessible 
and  the  eye  still  has  useful  vision,  there  is  no 
indication  for  operative  intervention.  The  mere 
presence  of  an  intraocular  foreign  body  does 
not  spell  the  loss  of  an  eye  or  great  diminution 
of  its  vision.  Many  cases  are  on  record  where 
foreign  bodies  have  been  tolerated  wfithin  the 
globe  from  twenty  to  forty  years  without  inciting 
an  inflammatory  response.  If  the  vision  is  lost 
and  the  foreign  body  is  in  the  vitreous  or  in  the 
ciliary  region,  the  eye  should  be  enucleated  even 
if  it  is  devoid  of  pain  or  irritation. 

Perforating  wounds  of  the  corneae  and  sclerae 
with  prolapse  of  uveal  tissue  or  vitreous  should 
be  treated  by  excision  of  the  prolapse  and  by 
covering  the  wound  with  a conjunctival  flap.  If 
the  wound  edges  are  frayed  and  infiltrated,  they 
should  be  trimmed  and  cauterized  with  50  per 
cent,  trichloracetic  acid.  The  injured  eye  should 
be  put  at  rest  by  full  dilatation  of  the  pupil  with 
1 per  cent,  atropine  sulphate  and  both  eyes  should 
be  bandaged  for  a period  of  five  to  seven  days. 
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FIG.  2 


FIG.  3 


Fi^.  2.  The  eye  is  anaesthetized  by  instillation  of  4f/c  cocain 
and  subconjunctival  injection  of  1%  Novocain.  The  conjunctiva 
is  grasped  with  forceps  at  12:00  o’clock,  and  severed  with  scissors 
between  11:00  and  1:00  o’clock,  close  to  the  limbus.  It  is  under- 
mined with  blunt  and  sharp  dissection  until  it  can  be  freely  moved 
down  past  the  midline  of  the  cornea. 

Fig.  3.  Sutures  are  placed  on  the  medial  and  lateral  lips  of  the 
flap  and  tied  to  the  underlying  conjunctiva  at  4:00  o’clock  and 
8:00  o’clock  respectively.  1%  atropine  is  instilled  and  both  eyes 
are  bandaged.  The  sutures  are  removed  on  the  eighth  day. 

Local  treatment  in  every  case  of  perforating 
ocular  wound  should  be  augmented  by  intra- 
venous or  intramuscular  foreign  protein  therapy. 
For  this  purpose,  10  cc.  of  boiled  milk  may  be 
injected  into  the  gluteal  muscles  or  25  to  75 
million  typhoid  bacilli  may  be  given  intravenously. 

Sympathetic  Ophthalmia 

Sympathetic  ophthalmia  is  an  inflammation 
leading  to  atrophy  and  blindness  which  occasion- 
ally develops  in  a previously  normal  eye  after 
its  fellow  has  received  a perforating  wound.  The 
likelihood  of  its  occurrence  is  greatest  when  the 
site  of  the  perforation  is  one-quarter  inch  from 
the  boundary  line  of  the  cornea,  resulting  in  ex- 
posure and  damage  to  the  ciliary  body.  The  dis- 
ease occurs  in  the  uninjured  eye  only  when  the 
first  eye  shows  signs  of  irritation  due  to  delayed, 
improper  healing  or  marked  interference  with  its 
function. 

If,  after  a perforating  wound,  the  injured  eye 
becomes  soft  and  atrophic,  the  scar  on  its  surface 
retracted,  the  globe  sensitive  to  touch,  and  the 
vision  failing,  it  has  the  potentiality  of  producing 
sympathetic  ophthalmia.  In  the  uninjured  eye, 
the  warning  symptoms  are  photophobia,  transient 
blurring  of  vision,  tearing,  and  tenderness  of  the 
eyeball.  The  physical  signs  in  either  eye  are  those 
of  a full  blown  iridocyclitis,  viz. : violent  peri- 
corneal injection;  small  irregular  pupil;  muddy, 
discolored  iris;  floating  opacities  in  the  aqueous 
and  vitreous ; and  at  times,  rise  in  the  intraocular 
pressure.  As  a rule,  sympathetic  inflammation 
supervenes  within  a few  weeks  after  an  injury 
but  there  are  cases  on  record  where  it  has  occurred 
many  months  or  even  years  later.  Prompt  enu- 
cleation of  a seriously  injured  and  hopelessly 
blind  eye  is  the  safest  measure  in  the  prevention 


of  sympathetic  ophthalmia.  The  routine  employ- 
ment of  foreign  protein  therapy  in  ocular  wounds 
is  another  adjunct  in  reducing  the  incidence  of 
this  dreaded  malady.  After  the  disease  is  al- 
ready established,  large  doses  of  salicylates  (150 
to  200  grains  daily  for  an  adult)  are  of  some 
value. 

Blast  Injuries 

Indirect  traumatism  caused  by  explosion  of 
nearby  shells  and  mines,  or  by  violence  applied 
to  the  tissues  adjacent  to  the  orbits  may  result 
in  concussion  or  contusion  injuries.  The  force 
reaching  the  eye  is  not  sufficient  to  rupture  the 
cornea  or  sclera  but  it  is  severe  enough  to  produce 
derangements  within  the  bulb.  Disturbances  of 
accommodation,  intraocular  hemorrhages,  cata- 
racts, dislocations  of  the  lens,  choroidal  and  retinal 
tears  and  detachments  may  occur.  Such  eyes 
should  be  placed  at  rest  by  dilatation  of  the  pupil, 
binocular  bandage,  and  strict  confinement  of  the 
patient  to  his  bed  for  at  least  one  week. 

Glaucoma 

Acute  congestive  glaucoma  is  an  ofttime  emer- 
gency met  with  in  times  of  war.  States  of  ex- 
citement, despondency,  and  fatigue  act  as  pre- 
cipitating factors  in  the  development  and  main- 
tenance of  high  intraocular  pressure.  An  attack 
usually  starts  suddenly  in  the  early  hours  of  the 
morning,  ushered  in  by  excruciating  pain  in  the 
eye  and  rapid  loss  of  vision.  The  globe  is  stony 
hard,  extremely  tender  to  touch,  and  intensely  red 
and  congested.  The  cornea  is  dull,  steamy  and 
insensitive.  The  pupil  is  dilated,  the  anterior 
chamber  shallow  and  clouded.  The  immediate 
treatment  consists  of  free  use  of  morphine,  the 
instillation  of  miotics  (pilocarpine  hydrochloride 
2 per  cent,  and  eserine  sulphate  2 per  cent.) 
and  the  intravenous  administration  of  hypertonic 
solutions  of  saline  or  sucrose.  Patients  who  do 
not  respond  to  this  regime  within  twelve  to 
eighteen  hours  will  have  to  submit  to  one  of  the 
standard  operations  for  the  reduction  of  increased 
intraocular  tension. 

This  review  is  submitted  with  the  hope  that 
it  will  call  attention  to  the  frequency  and  gravity 
of  ocular  lesions  during  warfare;  that  it  will 
stress  the  importance  of  retention  of  all  possible 
tissue  in  the  treatment  of  wounds  of  the  ocular 
structures,  and  that  it  will  thus  contribute  toward 
the  prevention  and  amelioration  of  lasting  dis- 
abilities. 

45  Young  Building. 


Eclampsia  Precipitated  by  a Violent  Emotional  Shock 

Report  of  a Case,  with  Radical  Treatment 

G.  C.  Milnor,  m.d. 

Honolulu 


Mrs.  S.,  aged  37,  nullipara,  was  7 months 
pregnant  at  the  time  of  the  onset  of  her  illness. 
There  had  been  considerable  nausea  and  vomiting 
during  the  first  two  months  of  her  pregnancy. 
From  the  second  month  to  the  sixth,  she  seemed 
to  be  getting  along  very  well.  Urine  and  blood 
pressure  were  examined  every  three  weeks,  and 
both  were  normal  each  time.  Her  past  medical 
history  was  not  relevant. 

At  the  sixth  month,  edema  of  the  feet  and 
legs  began  to  appear,  but  the  blood  pressure  and 
urine,  now  being  checked  each  week,  showed 
no  evidence  of  toxemia.  A salt-free  diet,  restricted 
fluid  intake,  and  ammonium  chloride  were  ordered. 
After  ten  days  of  this  therapy  the  edema  lessened, 
and  the  blood  pressure  and  urine  remained  normal 
up  to  December  1,  when  she  was  last  seen  at  the 
office. 

On  the  memorable  morning  of  December  7, 
1941,  she  witnessed  from  close  range  at  Hickam 
Field  the  attack  on  this  base  and  on  Pearl  Harbor. 
A few  hours  after  the  onslaught  she  was  evacuated 
from  her  home  at  Hickam  Field  and  spent  the 
day  in  great  fear.  At  midnight  on  December  7 
she  began  to  suffer  from  a severe  headache  and 
nausea,  and  her  vision  became  impaired.  At 
3 :00  a. m.  December  8,  she  became  semi-comatose. 
When  seen  at  this  time  her  blood  pressure  was 
218/124.  Her  face  was  so  badly  swollen  one 
could  not  recognize  her  features.  The  extremities 
were  also  tight  with  edema. 

She  was  taken  to  the  hospital  at  once,  where 
a urine  examination  showed  4 plus  albumin  and 
many  granular  and  blood  casts.  The  coma  deep- 
ened and  convulsions  began.  A pelvic  examination 
showed  the  fetus  to  be  high,  head  presenting,  and 
the  cervix  tightly  closed.  The  fetal  heart  sounds 
were  good. 


100  cc.  of  50%  glucose  was  given  intravenous- 
ly ever}’  three  hours  during  the  day.  This,  along 
with  nembutal  per  rectum  and  magnesium  sulphate 
intramuscularly,  failed  to  improve  matters.  The 
blood  pressure  continued  to  rise,  coma  became 
deeper,  and  the  convulsions  became  more  severe 
and  frequent. 

We  proceeded  to  empty  the  uterus  by  Cesarean 
section  under  local  anesthesia ; a 3 pound,  1 ounce 
male  infant  was  thus  delivered,  alive  and  active, 
who  continued  to  live  and  gain.  The  mother 
began  to  come  out  of  the  stupor  six  hours  after 
operation.  In  twelve  hours  her  vision  began  to 
return.  She  received  two  100  cc.  injections  of 
50%  glucose  solution  after  operation.  This  was 
the  only  postoperative  therapeutic  measure.  The 
systolic  blood  pressure  dropped  from  230  to  180 
in  the  first  twelve  hours  postoperatively,  and  to 
140  in  forty-eight  hours.  The  urine  continued 
to  show  heavy  albumin  for  six  days,  then  it  too 
showed  less  and  less  each  day. 

Primary  union  was  secured  in  the  abdominal 
incision,  and  the  patient  was  up  walking  by  the 
twelfth  postoperative  day,  feeling  quite  herself. 
The  blood  pressure  at  the  end  of  a month  was 
139/90.  The  urine  showed  a trace  of  albumin 
with  no  casts.  The  baby  also  was  in  fine  con- 
dition and  at  one  month  weighed  4 pounds,  7 
ounces. 

Com  ment 

I feel  that  fulminating,  severe  eclampsia  of 
this  type  is  best  treated  by  early  removal  of  the 
products  of  conception  by  whatever  method  will 
shock  the  patient  least.  Cesarean  section  seems 
to  be  the  method  of  choice  in  primiparas  with  a 
closed  cervix.  General  anesthesia  is  to  be  avoided. 
Opium  derivatives  are  also  to  he  avoided  because 
of  their  harmful  effects  on  both  mother  and  child. 

881  Young  St. 
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Health  Department  Services  in  War  Emergency 


For  the  past  year,  primarily  as  a result  of  the 
national  defense  program,  there  has  been  a rapid 
increase  in  our  population,  requiring  additional 
public  health  services,  especially  in  environmental 
sanitation,  communicable  disease  control,  food  in- 
spection, restaurant  sanitation,  public  health  nurs- 
ing, supervision  of  water  supplies,  and  problems 
relating  to  housing.  A situation  taxing  the  Terri- 
torial Health  Department  beyond  the  point  of 
efficiency  existed  even  before  the  President  de- 
clared a state  of  unlimited  national  emergency. 

With  the  increasing  imminence  of  war,  be- 
cause of  Hawaii’s  distance  from  the  mainland, 
the  possible  disruption  of  its  shipping  and  its 
strategic  importance  to  the  Army  and  Navy,  the 
health  department  recognized  the  need  for  not 
only  expanding  its  regular  functions  but  also 
preparing  for  any  type  of  emergency.  Plans  were 
made  for  improving  and  gearing  up  all  public 
health  service  to  meet  the  impending  war  emer- 
gency. Bureau  chiefs  were  instructed  to  order  and 
keep  on  hand  sufficient  supplies  for  a period  of 
at  least  six  months.  Biologic  supplies,  drugs 
necessary  for  emergency  use,  laboratory  supplies 
and  equipment  were  recognized  as  especially  im- 
portant items.  Measures  for  the  protection  of 
water  supply  and  sewage  disposal  systems,  es- 
pecially on  Oahu,  were  carefully  considered.  Plans 
were  evolved  to  provide  a satisfactory  sanitary 
inspection  service  under  emergency  situations.  A 
first  aid  instruction  course  was  organized  for  the 
public  health  nursing  force.  It  was  anticipated 
that  the  nurses  would  be  called  upon  for  additional 
services  during  an  emergency,  including  first  aid, 
bedside  nursing,  and  obstetrical  and  delivery  serv- 
ice. 

When  the  Honolulu  Disaster  Council  was  or- 
ganized, the  Territorial  Commissioner  of  Public 
Health  was  named  chairman  of  a health  and  sani- 
tation committee,  composed  of  representatives  of 
various  related  health,  medical  and  welfare  agen- 
cies. This  committee  pointed  out  in  two  prelimi- 
nary reports  that  its  functions  would  be  practically 
the  same  as  those  normally  carried  on  by  the 
Board  of  Health,  except  for  expansion  of  specific 
activities  to  meet  emergencies. 

It  was  recognized  that  in  the  event  of  war 
the  problem  would  not  be  so  much  a matter  of 
revising  the  type  of  service  offered  by  the  health 
department,  but  of  extending  its  normal  program 


and  correlating  its  services  with  those  of  the  civil, 
military  and  other  agencies  concerned  with  the 
promotion  and  conservation  of  health. 

Seven  months  after  President  Roosevelt’s 
declaration,  Pearl  Harbor  was  attacked.  Martial 
law  was  established  and  the  military  governor 
asked  that  all  departments  of  the  Territorial 
government  continue  their  special  functions. 

Within  an  hour  after  the  first  bombs  fell, 
the  executive  heads  of  the  health  department  were 
in  conference.  The  staff  on  Oahu  were  placed 
immediately  on  24-hour  call.  Day  and  night 
service  was  established  at  the  office  of  the  Board 
of  Health  and  maintained  for  the  following  two 
weeks.  An  inventory  of  the  biologies  on  hand 
at  the  health  department  and  at  the  pharmaceutical 
supply  houses  in  the  city  was  made. 

A close  liaison  was  established  with  the  medical 
departments  of  the  Army  and  Navy,  the  medical 
director  of  the  first  aid  stations,  the  medical 
officer  in  charge  of  the  Emergency  Hospital,  and 
municipal  authorities,  particularly  those  in  charge 
of  the  water  supplies,  sewerage  system,  and  gar- 
bage collection.  All  were  urged  to  utilize  health 
department  facilities. 

Instructions  were  sent  immediately  to  all  phy- 
sicians requesting  the  reporting  of  communicable 
diseases  by  telephone,  and  all  cases  of  illness 
suspected  of  being  caused  by  contamination  of 
food,  milk  or  water.  Subsequently  an  order  from 
the  office  of  the  military  governor  went  out  direct- 
ing physicians  to  comply  with  this  request.  A 
number  of  cases  of  acute  gastro-enteritis  were 
reported.  Epidemiological  investigations  and  lab- 
oratory analyses  were  made.  Most  of  the  cases 
were  traced  to  consumption  of  food  kept  too 
long  under  improper  refrigeration.  No  unusual 
incidence  of  communicable  diseases  occurred. 

After  the  attack,  essential  biologies  were  dis- 
tributed to  hospitals  and  first  aid  unit  physicians 
requesting  them.  Prophylactic  tetanus  antitoxin 
was  in  particular  demand.  Physicians  were  cau- 
tioned to  limit  their  requests  to  those  biologies 
immediately  needed. 

An  immunization  station  for  vaccination 
against  typhoid  fever  and  smallpox  was  opened 
in  the  Board  of  Health  Building;  and  restaurant 
and  general  sanitary  inspection  services  were  in- 
tensified. Food  supplies  were  carefully  checked. 
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Dairy  inspection  service  was  augmented  and  every 
assistance  given  to  insure  a continued  supply  of 
clean  and  wholesome  milk  and  dairy  products. 

During  the  first  few  days  rumors  were  current 
that  the  water  supply  had  been  contaminated  or 
poisoned.  These  were  investigated  and  found  to 
he  untrue.  Water  samples  were  immediately  col- 
lected at  various  points  throughout  the  city. 
Bacteriological,  chemical  and  physical  analyses 
were  made.  A portable  chlorinator  and  a supply 
of  chlorine  gas  were  available,  but  thus  far  have 
not  been  required.  Fortunately,  no  damage  to 
the  Honolulu  water  or  sewerage  systems  was 
sustained. 

In  view  of  the  close  proximity  of  many  resi- 
dential districts  to  military  objectives,  it  was 
necessary  to  evacuate  large  numbers  of  civilians 
and  military  dependents  to  schools,  churches,  and 
other  community  buildings  removed  from  the 
points  of  attack.  One  of  the  important  services 
rendered  by  the  nursing  department  was  the  health 
supervision  at  these  evacuation  centers.  A num- 
ber of  nurses  reported  to  first  aid  stations  and 
hospitals  for  emergency  nursing  services ; others, 
particularly  in  rural  districts,  assisted  in  the  set- 
ting up  of  first  aid  stations  and  in  the  obtaining 
of  necessary  supplies  for  their  operation. 

Public  health  nurses  were  placed  on  call  for 
bedside  nursing  where  needed.  Private  physicians 
were  notified  that  this  service  was  available  when 
private  nurses  were  unobtainable. 

In  anticipation  of  possible  transportation  diffi- 
culties and  the  need  of  hospital  beds  for  other 
purposes,  the  Bureau  of  Maternal  and  Child  Health 
developed  a plan  to  assist  in  home  deliveries. 
Delivery  packs  were  prepared  and  made  available, 
and  obstetrical  services  were  rendered  by  the 
public  health  nursing  force  in  a few  instances. 

With  telephone  and  other  communications 
suspended  shortly  after  the  engagement  began, 
it  was  impossible  to  obtain  information  from  or 
issue  instructions  to  the  outlying  islands.  It  is 
noteworthy,  however,  that  the  health  department’s 
representatives  on  the  outer  islands,  cooperating 
with  Army  and  other  officials,  immediately  took 
steps  to  protect  the  water  and  food  supplies, 
strengthen  the  control  of  certain  communicable 
diseases  and  to  utilize  other  public  health  services 
to  the  best  advantage  to  meet  local  conditions. 
Extra  supplies  of  biologies  and  drugs  were  dis- 
tributed to  the  several  islands  as  soon  as  trans- 
portation became  available. 


The  Territory  of  Hawaii  will  continue  to  play 
an  extremely  important  part  in  the  prosecution 
of  the  present  war.  What  new  health  hazards 
may  arise  cannot  be  foreseen.  Although  many 
health  problems  will  be  aggravated  because  of  the 
war,  others  may  become  less  acute.  Certain  gen- 
eral principles  of  public  health  and  valuable  ex- 
perience already  gained  will  guide  health  officials 
in  this  emergency. 

M.  F.  Haralson,  m.d. 

Territorial  Commissioner  of  Public  Health 
Board  of  Health 


OBSTETRICS  DURING  MAJOR  DISASTER 

The  stork  pays  no  heed  to  international  affairs, 
and  does  not  discriminate  between  war  and  peace. 
War  or  no  war,  women  keep  right  on  having 
babies ; indeed,  experience  in  London  has  shown 
that  the  stress  of  war  conditions  may  even  lead  to 
premature  labor  or  abortion.  It  follows  that  any 
community  making  plans  for  “medical  defense” 
must  include  in  them  plans  for  maintaining,  or 
even  increasing  its  obstetrical  facilities. 

On  December  7,  1941,  we  had  a ringside  seat 
at  a war.  We  had  anticipated  such  an  event,  and 
had  foresight  enough  to  plan  for  it  in  advance. 
We  have  had  a chance  to  see  our  plans  in  opera- 
tion, and  now  we  have  been  able  to  look  back 
and  see  whether  they  were  adequate  and  where 
they  might  have  been  improved  upon. 

The  Plan 

The  following  is  an  outline  of  the  steps  we 
took  in  preparation  for  the  maintenance  and 
expansion  of  obstetrical  facilities  in  the  event  of 
war. 

( 1 ) Obstetricians  were  assigned  to  maternity  hos- 
pital posts  instead  of  being  used  in  other  hospitals  to  care 
for  casualties. 

(2)  Pediatrician-public  health  nurse  teams,  equipped 
with  incubator,  oxygen  and  other  equipment,  were  avail- 
able for  prematures  born  before  the  mother  could  reach 
a hospital. 

(3)  A careful  survey  of  all  available  maternity  bed 
facilities  in  the  community  had  shown  that  these  were 
already  overtaxed  by  the  rapidly  increasing  population. 
It  was  obvious  that  the  post-partum  stay  in  the  hospital 
would  have  to  be  cut  down  in  order  to  decrease  the  ob- 
stetrical load-  Our  patients  were  therefore  warned  that 
in  case  of  war  we  would  continue  to  offer  them  the  facili- 
ties of  our  delivery  rooms  but  would  expect  them  to  return 
to  their  families  earlier  than  under  normal  conditions. 
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Obstetrics 


(4)  Arrangements  were  made  with  the  hospitals  to 
prevent  the  encroachment  on  the  maternity  department  by 
casualties. 

(5)  All  public  health  nurses  on  Oahu  were  given 
a refresher  course  in  practical  obstetrics  to  improve 
their  efficiency  in  home  deliveries. 

(6)  Home  delivery  packs  were  made  up  and  kept 
in  readiness  in  a convenient  place  for  district  nurses  or 
doctors. 

(7)  Nursing  personnel  in  obstetric  departments 
were  ordered  kept  intact  regardless  of  the  extra  load 
the  rest  of  the  hospital  might  suddenly  be  compelled  to 
carry. 

(8)  All  maternity  cases  were  repeatedly  advised  to 
continue  planning  for  hospital  deliveries,  regardless  of 
crisis. 

(9)  Competent  pediatricians  and  obstetricians  were 
to  be  kept  available  for  consultation  purposes  as  an  aid 
to  the  general  practitioner,  or  to  cover  for  him  in  case 
he  were  suddenly  pressed  into  other  war-time  activities. 

(10)  Prompt  resumption  of  all  obstetric  and  pediatric 
clinics  was  planned  as  soon  as  circumstances  would  permit. 

How  the  Plan  Worked 

The  obstetric  load  was  carried  through  this 
crisis  with  surprising  ease  and  with  a minimum 
of  friction.  The  delivery  services  and  nursing 
facilities  proved  to  be  adequate.  The  surprising 
thing,  however,  was  that  we  did  not  get  the 
flood  of  premature  labors  or  abortion  cases  which 
were  expected ; there  was  a slight  flurry  the  first 
day  or  two,  but  the  incidence  was  hardly  above 
normal.  Whether  this  was  due  to  the  fact  that 
the  attack  was  a completely  unexpected  one,  not 
preceded  by  any  period  of  fearful  anticipation, 
or  to  an  unusual  degree  of  courage  and  self- 
control  on  our  patients’  part,  or  to  some  other 
factors,  seems  impossible  to  say.  We  are  not 
at  all  sure,  however,  that  a second  attack  would 
treat  us  so  kindly,  and  our  plans  for  caring  for 
an  increased  obstetrical  load  are  being  maintained. 

What  We  Had  Not  Planned 

No  plans  can  ever  anticipate  every  eventuality; 
as  we  looked  back  over  our  experiences  here  we 
noted  that  several  circumstances,  demanding  solu- 
tion, had  presented  themselves.  Here  we  mention 
a few : 


(1)  Immediate  and  continued  blackouts  made 
night  traveling  very  difficult,  slow  and  hazardous. 
Pregnant  women  developing  symptoms  of  begin- 
ning labor  have  therefore  been  advised  to  contact 
their  physicians  before  nightfall  and  to  enter  the 
hospital  during  daylight  hours  if  possible. 

(2)  The  curfew  prevented  anyone  except  a 
few  specially  privileged  classes  from  being  on  the 
streets  at  night.  In  the  event  of  onset  of  labor 
at  night,  however,  there  has  been  no  difficulty  in 
securing  special  permission  for  the  transportation 
of  pregnant  women  to  hospitals. 

(3)  A high  percentage  of  our  midwives  (30 
out  of  36  in  Honolulu)  are  aliens,  therefore, 
could  not  secure  special  permission  to  be  on  the 
streets  at  night.  They  were  quickly  convinced 
that  any  of  their  cases  going  into  labor  at  night 
would  have  to  be  referred  to  the  nearest  hospital 
as  the  only  solution  of  that  problem. 

(4)  There  was  an  abrupt  increase  in  incidence 
of  eclamptogenic  toxemia.  This  is  understandable 
when  one  realizes  that  a prolonged  period  of  stress 
would  tend  to  disrupt  metabolism  and  throw  a 
considerable  extra  load  on  the  nervous  system. 

(5)  Women  in  early  pregnancy  whose  hus- 
bands were  killed  in  the  air  raid  might  have  been — 
and  were — expected  to  constitute  a serious  psy- 
chiatric problem.  It  is  gratifying  to  be  able  to 
report  that  this  did  not  prove  to  be  the  case ; 
every  such  individual  responded  well  to  the  situa- 
tion and  became  reconciled  to  carrying  through 
with  the  pregnancy. 

Summary 

The  experiences  of  managing  a community- 
wide obstetrical  program  in  Hawaii  before,  during 
and  following  a sudden  major  catastrophe  are 
here  delineated  and  tend  to  prove  the  importance 
of  an  adequate  obstetrical  program  in  the  event 
of  a sudden  disaster.  Previously  made  plans 
proved  very  workable  in  a recent  acute  crisis 
although  several  unanticipated  problems  arose 
which  were  solved  without  difficulty. 

O.  Lee  Schattenburg,  m.d. 
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Mental  Hygiene  in  Wartime  Hawaii  * 


The  concerns,  reactions,  attitudes,  problems, 
thoughts,  fears,  suspicions  and  prejudices  of  an 
individual  are  all  very  important  aspects  of  his 
functioning,  whether  this  be  called  his  morale  or 
his  mental  hygiene.  The  sum  total  and  interplay 
of  all  the  individual  manifestations  of  mental 
hygiene  in  a group  result  in  the  mental  hygiene 
of  a community. 

The  events  of  December  7th  and  the  sweeping 
changes  in  every  aspect  of  life  in  Hawaii  since 
that  time  have  naturally  elicited  complex  and 
varied  reactions  in  all  of  us.  Before  Pearl  Harbor 
most  of  us  proceeded  on  the  basis  that  if  we  played 
the  game  in  conventional  ways  we  could  feel  secure 
in  our  existence,  our  belongings,  our  privileges 
and  our  way  of  life.  Events  have  occurred  which 
have  lessened  the  certainty  of  these  convictions. 
Fear,  anxiety,  uneasiness  and  concern  of  varying 
degrees  have  been  the  normal  response  in  most 
Hawaii  residents.  Those  who  have  not  shown  this 
reaction  are  persons  whose  emotional  responses 
do  not  adequately  reflect  external  stimuli. 

As  every  physician  knows,  each  person  has 
his  individual  pattern  of  response  to  emotional 
disturbances.  There  are  some  in  whom  the  visceral 
functions  readily  become  disturbed ; these  persons 
now  have  such  symptoms  as  tachycardia,  increased 
blood  pressure,  palpitation,  anorexia,  nausea, 
heartburn,  constipation,  diarrhea,  urinary  frequen- 
cy, headache  and  dizziness.  Others  have  had 
difficulty  in  sleeping,  in  concentrating,  in  making 
decisions,  in  keeping  their  tempers  and  in  in- 
telligently evaluating  rumors.  Many  pre-existing 
hypertensions  have  increased  from  20  to  30  points. 
Well  controlled  cases  of  psoriasis,  eczema,  lichen 
planus  and  urticaria  have  experienced  otherwise 
unexplained  exacerbation.  Numerous  well  con- 
trolled chronic  sinus  infections  have  become  worse 
and  some  individuals  with  quiescent  peptic  ulcer 
have  experienced  a recrudescence. 

Many  other  individual  factors  have  entered 
into  these  reactions,  including  occupational  prob- 
lems, blackout  restrictions,  food  limitations,  liquor 


prohibition,  gasoline  rationing,  paucity  of  recrea- 
tional and  social  opportunities,  irregular  mail 
schedules,  censoring  of  letters  and  news  and  the 
practicing  of  such  wartime  measures  as  carrying 
gas  masks,  preparing  air-raid  shelters,  responding 
to  air-raid  alarms  and  receiving  “tin  bats.” 

Some  hypomanics  and  psychopaths  have  not 
experienced  any  of  these  reactions  and  are  now 
adjusting  better  than  most  of  us.  Other  unstable 
individuals  are  less  able  to  deal  with  these  re- 
actions and  many  of  them  are  being  treated  by 
physicians  for  visceral  complaints,  sleeplessness, 
anxiety  or  full-blown  psychoneuroses.  Psychotic 
individuals  who  could  be  kept  in  the  community  in 
normal  times  have  in  some  instances  been  commit- 
ted. The  number  of  major  psychoses  treated  in 
the  Clinic  of  the  Bureau  of  Mental  Hygiene,  at 
the  Queen's  Hospital,  in  the  month  following 
the  onset  of  the  war  was  slightly  less  than  the 
number  treated  in  the  previous  month.  In  general, 
however,  the  intensity  of  the  reactions  seen  in 
the  Clinic  has  been  mare  than  the  average  of 
those  previously  seen. 

The  physician  can  best  serve  by  recognizing 
the  nature  of  insecurity  reactions  and  by  treating 
each  case  individually.  Treatment  will  include 
efforts  to  remove  as  much  tension  as  possible  by 
discussing  the  patient’s  situation  in  detail,  by 
helping  him  secure  social  and  recreational  interests 
and  satisfactions,  by  reassuring  him  and  by  the 
application  of  other  valid  psychiatric  procedures. 
Some  cases  will  be  sufficiently  complex  to  justify 
referral.  In  general  the  mental  hygiene  of  the 
community  at  the  present  time  will  be  best  pre- 
served ( 1 ) by  keeping  everyone  effectively  busy 
but  allowing  reasonable  time  for  rest  and  recrea- 
tion, (2)  by  encouraging  social,  recreational  and 
hobby  activities,  (3)  by  discouraging  rumor,  racial 
prejudice  and  unnecessary  restrictions,  and  (4) 
by  providing  competent  leadership  in  all  types 
of  activity. 

* From  the  Bureau  of  Mental  Hygiene,  Board  of  Health 

Doctor  Edwin  E.  McNiel,  Director 

Doctor  William  M.  Shanahan,  Assistant  Director 
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What  to  Do  About  Poison  Gas 


(This  article  was  prepared  by  the  Emergency  Medical 
and  Ambulance  Service,  Office  of  Civilian  Defense,  for 
the  purpose  of  educating  the  public  in  the  matter  of 
defense  against  poison  gas.  It  is  approved  by  Colonel 
George  W.  Unmacht,  Chemical  Warfare  Service,  United 
States  Army,  Territorial  Coordinator  for  Gas  Defense, 
and  printed  here  by  special  permission.) 

For  some  reason  almost  all  people  are  more 
afraid  of  an  attack  by  gas  than  they  are  of  an 
attack  by  explosive  bombs.  As  a matter  of  fact, 
the  danger  from  an  attack  by  gas  is  probably 
less  than  that  from  explosive  bombs  provided  the 
people  who  arc  being  attacked  know  ivhat  to  do 
and  arc  equipped  to  do  it. 

There  are  many  different  gases  used  in  war- 
fare. It  is  not  possible  for  the  average  person  to 
learn  enough  about  them  to  be  able  to  tell  what 
gas  is  being  used.  Some  are  harmless  smoke, 
some  merely  make  one  cry,  some  make  the  eyes, 
mouth  and  throat  sting,  etc. ; and  some  are  really 
poisonous.  It  is  best  to  pay  no  attention  to  what 
kind  of  gas  is  being  used  but  if  there  is  gas  in 
your  vicinity,  behave  as  though  you  knew  that  it 
zoos  poisonous  gas. 

General  Precautions 

The  gas  mask  issued  to  the  people  of  Hazvaii 
will  protect  them  against  the  danger  of  breathing 
any  poisonous  war  gas.  (It  will  not  protect  against 
sewer  gas  or  illuminating  gas.)  If  by  the  action 
of  the  enemy,  bombs  or  shells  or  sprays  of  liquid 
which  result  in  fumes  or  smells  of  any  kind  are 
noticed  in  your  neighborhood,  immediately  put 
your  mask  on  as  you  have  been  instructed  to  do. 
If  you  are  in  a situation  where  you  can  easily 
move  towards  the  direction  from  which  the  wind 
is  coming,  or  uphill,  that  is  an  additional  safe- 
guard. Almost  all  war  gases  are  heavy  and  tend 
to  stay  close  to  the  ground.  It  is  better  to  be 
up  high  in  a house,  on  a building,  on  a hill  or 
a fence  than  it  is  to  be  on  the  ground. 

Gases  That  Poison  the  Lungs 

Everyone  should  understand  that  there  are 
two  principal  kinds  of  poison  gas  used  in  warfare. 
One  kind  is  very  light ; it  blows  away  quickly. 
It  may  be  seen  for  a short  time  but  quickly 
disappears  from  sight  and  smell,  and  if  there  is 


any  wind  blowing,  in  a very  few  minutes  it  will 
be  gone.  Since  it  is  only  harmful  if  breathed 
into  the  lungs,  your  gas  mask  will  completely 
protect  you  against  it  if  you  put  it  on  immediately, 
before  you  have  breathed  any  of  the  gas,  and  keep 
it  on  till  the  gas  is  gone.  When  you  have  had 
proper  teaching  in  the  use  of  a gas  mask,  you 
will  have  been  told  bow  to  test  as  to  whether  or 
not  the  gas  is  gone.  This  is  done  by  cautiously 
sniffing  out  of  the  side  of  the  mask,  to  see 
whether  the  smell  is  still  there.  This  kind  of 
gas  will  never  be  dangerous  for  a long  time  if 
there  is  any  wind  blowing ; neither  will  it  burn 
the  skin. 

Gases  That  Poison  the  Lungs  and  Burn  the 
Skin 

The  other  kind  of  gas  is  one  which  is  like 
a liquid  when  it  comes  out  of  the  bomb  or  shell 
or  when  it  is  dropped  from  a plane  in  liquid 
form.  (Remember  that  gas  bombs  or  shells  make 
very  little  noise  when  they  explode,  compared  to 
an  explosive  bomb.)  These  liquid  gases  are  likely 
to  be  visible  as  a fog  or  mist  along  the  ground. 
They  are  also  likely  to  make  the  grass  or  leaves 
of  trees  or  bushes  look  wet.  One  of  them — 
“mustard  gas” — may  smell  like  onions  or  garlic ; 
the  other — “Lewisite”- — may  smell  like  flowers 
or  very  ripe  fruit.  These  are  the  most  dangerous 
gases,  and  walking  over  ground  or  around  leaves 
or  grass  where  these  have  been  sprayed  in  liquid 
form  is  extremely  dangerous  cve)i  if  you  are  wear- 
ing a gas  mask. 

Care  of  Liquid  Gas  Burns 

If  you  are  close  to  a bomb  or  a shell  that  has 
exploded  and  liquid  is  spattered  on  you,  or  if 
you  touch  a bush  wet  with  liquid  gas,  or  walk 
on  ground  wet  with  it,  you  need  to  get  your 
clothing  off  and  get  the  liquid  off  your  skin 
instantly.  Do  not  go  iiTo  the  house  until  you 
have  removed  clothing  that  has  been  spattered 
with  the  gas — if  you  do  you  are  likely  to  injure 
the  people  in  the  house  and  injure  yourself  if 
you  take  the  gas  mask  off  inside  the  house.  You 
must  wear  a gas  mask  all  the  time  until  your 
clothing  is  off  and  you  have  gotten  entirely  away 
from  the  place  where  the  liquid  has  been  spattered. 
If  the  eyes  are  affected  they  should  be  rinsed 
out  with  peroxide  or  weak  baking  soda  solution. 
If  the  liquid  actually  strikes  your  skin  you  should 
first  of  all  try  to  blot  it  off  with  a dry  clot)i,  hand- 
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REFERENCE  AND  TRAINING  CHART  © CHEMICAL  WARPAKE  Alitim  PREPARED  BY  OFFICE  OF  CIVILIAN  DEFENSE 


CLASS^ 

NAMES  AND  SYMBOLS 

FORM 

ODOR 

PHYSIOLOGICAL  EFFECT 

TACTICAL  CLASS 

PROTECTION 

FIRST  AID 

[Alter  removal  from  gassed  area) 

PERSISTENCE 

FIELD 

NEUTRALIZATION 

GENERAL  INSTRUCTIONS 

MOSTARD  s(CHiCH«)iCij 

01 CN10RE1HYI  SOU  IDE 

LIQUID 
AND  VAPOR 

Siriic.  Horseradish.  Mustard 

Delayed  ellect.  Burns  skin  or  membrane. 
Inflammation  respiratory  tract  leading  to 
pneumonia.  Eye  irritation,  coniunctivitis. 

— O-^ 

ft 

Undress;  remove  liquid  mustard  with  protective 
ointment,  bleach  paste,  or  kerosene; 
bathe;  wash  eyes  and  nose  with  soda  solution. 

Owe  day  to  one  week 
longer  if  dry  or  cold. 

Cover  with  unslaked  lime  and 
earth.  3%  solution  ol  Na,S0, 

The  importance  ol  proper  first  aid  lor  gas  victims  can- 
not be  overemphasized.  The  fallowing  are  general  rules 
which  apply  in  all  cases. 

A.  Act  promptly  and  quietly;  be  calm. 

B.  Put  a gas  mask  on  the  patient  il  gas  is  still  present 
or,  if  he  has  a mask  on.  check  to  see  that  his  Is  properly 
adjusted.  II  a mask  is  not  available,  wet  a handkerchief 
or  other  cloth  and  have  him  breathe  through  il 

C.  Keep  the  patient  at  absolute  rest;  loosen  clothing 
to  facilitate  breathing. 

D.  Remove  the  patient  to  a gas-free  place  as  soon  as 
possible. 

E.  Summon  medical  aid  promptly;  if  possible,  send 
the  victim  to  a hospital. 

F.  Do  not  permit  the  patient  to  smoke,  as  this  causes 
coughing  and,  hence,  exertion. 

VESICANTS 

, * * 

LEWISITE  chcich-AsCU 

CHIORVINYI  OlCHLORARSIHf 

LIQUID 
AND  VAPOR 

Cerauums 

Burning  or  irritation  ol  eyes,  nasal  passages, 
respiratory  tract,  skin.  Arsenical  poison. 

ft 

Undress;  remove  liquid  Lewisite  with  hydrogen 
peroxide,  lye  in  glycerine,  or  kerosene,  bathe, 
wash  eyes  and  nose  with  soda.  Rest— Doctor. 

One  day  to  one  week. 
Longer  il  dry  or  cold. 

Wash  down  with  water.  Cover 
with  earth.  Alcohol.  NaOH 
spray. 

^ETHYLDICHLORARSINE  C,H,-Ascu 

LIQUID 
AND  VAPOR 
DR  GAS 

i 

Stii|M|.  like  pepper  in  nos* 

Causes  blisters,  sorts,  tirslisis  ol  hands, 
tomiting.  Sesrereonlongeiposure. 

^ — o— 

ft 

Undress;  remove  liquid  with  hydrogen  peroxide, 
lye  in  glycerine  or  kerosene;  bathe:  wash  eyes 
and  nose  with  soda.  Rest— Doctor. 

One  hour. 

Cover  with  earth,  caustic. 

CHLORINE  a. 

GAS 

Hifhly  RMifeit 

lung  irrrtinL 

9 

Remove  Irom  gassed  area.  Keep  quiet  and  warm. 
Coltee  as  stimulant. 

10  minutes 

Alkaline  solution. 

GO 

-c 

CHLORPICRIN  ccuno, 

HlIROCHlOROFORM 

GAS 

XJi. 

Hrpaper.  aaise 

Causes  severe  coughing,  crying,  vomiting. 

-7.  „ l— 

k 

Wash  eyes,  keep  quiet  and  warm.  Oo  not  use 
bandages. 

Open  6 hours. 
Woods  12  hours. 

NaSO,— Sodium  suilite 
in  alcohol  solution. 

n 

C_3 

GO 

q: 
-a:  . 

OIPHOSGENE  cicooc-ci, 

IRlCHLORMflHYl  CHlOROI ORMATE 

GAS 

A*W 

1 (isilap.  Acrid  — » 

Causes  coughing,  breathing  hurts, 
eyes  water,  toxic. 

% 

Keep  (uni  md  m Cm  coffee  is  I stimilMt. 

30  minutes. 

PHOSGENE  cocu 

CARBONYL  CHLORIDE 

GAS 

Mr.tr  hav.  treei  con 

Irritation  ol  lungs,  occasional  vomiting,  tears 
in  eyes,  doped  leeling.  Occasionally  symtrtoms 
delayed  later  collapse,  heart  failure. 

f 

Keep  quiet  and  warm,  bed  rest  Coltee  as  a 
stimulant.  Loosen  clothing.  No  alcohol  or  cigarettes. 

10  to  30  minutes. 

Alkali. 

r 

CLORACEIOPHENONE  C.H.CO-CH.CI 

GAS 

' Apple  llossons 

Makes  eyes  smart  Shut  tightly. 
Tears  How.  Temporary. 

■7.  . C 

9 

Wash  eyes  with  cold  water  or  boric  acid  solution. 
Do  not  bandage.  Fxe  wind.  For  skio.  sodium 
sulphite  solution. 

10  minutes. 

Strong,  hot  solutnn  of  sodium 
carbonate. 

INCENDIARIES  SMOKES  STERNUTATORS  LACRIM 

A A A A 

BROMBENZYLCYANIDE  wuch-BtCN 

GAS 

o 

Eyes  smart,  shut,  tears  Now.  Effect 
lasts  some  time.  Headache. 

-7  , n 

% 

Wash  eyes  with  boric  acid.  Oo  not  bandage. 

Several  days. 
(Weeks  in  winter.) 

Alcoholic  sodium  hydroxide 
spray. 

Soui  fruit 

r 

ADAMSITE  (CjH.)j-hhasCI 

DiPHENYlAMINEOIlORARSINE 

GAS 

lfeu' 

Causes  sneezing,  sick  depressed 
leeling.  headache. 

~P 

Keep  quiet  and  warm.  Loosen  clothing.  Reassure. 
Spray  nose  with  neo-  synephrin  or  sniff  bleaching 
powder  Aspirin  tor  headache. 

10  minutes 

Bleaching  powder  solution. 

KEY 

HOSPITAL  CASE 

DIPHENYLCHLORARSINE  (C.H,)-AsCi 

SMOKE 

Shoe  Polish 

Causes  sick  feeling  and  headache. 

k 

Remove  to  pare  air.  keep  quiet.  Smtt  chlorine 
(tori  bleaching  powder  bottle 

Summer  10  minutes. 

Bleaching  powder  solotion. 

FIRST  AID 

L TREATMENT 

SMOKE 

y 

HC  MIXTURE  zh-c.cu 

SMOKE 

Sharp  Acrid 

Harmless. 

None  needet. 

Produces  no  effect  requiring  treatment. 

While  burning. 

None  needed. 

((jfo  INCENDIARY 

SULPHUR  TRIOXIDE  so.  so.hci 

II  CHLORSUlfOAIC  ACIO 

SMOKE 

lunii|  matches 

Causes  prickung  ol  skin,  (low  of  tears. 

-9 

Wash  with  xoda  solution. 

5 to  10  minutes. 

Alkaline  solution. 

Q MASK  PROTECTION 

HP  NEEDED 

TITANIUMTETRACHLORIDE  TiB. 

SMOKE 

Acrid 

Harmless. 

None  needed. 

Produces  no  effect  requiring  treatment. 

10  minutes. 

None  needed. 

" WHITE  PHOSPHORUS  e 

V. 

SMOKE 

Bumiat  matches 

Burning  pieces  adhere  to  skin,  clothing. 

None  needed 

Pack  in  cloths  wet  with  copper  sulphate  (blue  vitriol; 
or  water  or  immerse  in  water.  Pick  or  squeeze  out 
particles.  Treat  for  burn. 

10  minutes. 

Burns  oul 

$ FULL  PROTECTIVE 

yj  CLOTHING  NEEDED 

\ 

THERMIT  »*'  3feO. 

s, 

INCENDIARY 

Hone 

5.000  degree  heat  ignites  materials. 

None  needed. 

Treat  lor  severe  burn. 

5 minutes. 

Quickly  cover  with  earth  or  sand 
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kerchief  or  a piece  of  cotton.  Do  not  rub  the 
skin,  merely  blot.  If  you  can  find  ordinary  white 
gasoline  ( not  ethyl)  or  dry  cleaning  fluid  (in- 
flammable) or  kerosene  it  is  advisable  then  to 
carefully  mop  the  skin  with  this  liquid.  If  you 
have  Clorox  or  Zonite,  they  may  be  used  in 
place  of  the  kerosene  or  gasoline.  If  you  have 
bleaching  powder,  known  also  as  “chloride  of 
lime”,  a solution  or  paste  of  this  may  be  put  on 
the  skin  but  it  should  be  washed  off  very  soon 
because  it  also  zvill  burn  you  if  left  on  for  more 
than  a few  minutes.  Hydrogen  peroxide  also  is 
excellent  and  harmless.  Even  ordinary  baking 
soda  (bicarbonate  of  soda)  in  solution  or  paste 
may  be  used  if  nothing  else  is  available.  If 
nothing  else  is  available  take  a shower  bath  with 
soap ; laundry  soap  is  better  than  toilet  soap. 
Take  a shower  anyway,  even  after  using  any 
of  the  other  methods  mentioned. 

After  First  Aid 

After  the  first  aid  treatment,  be  careful  not 
to  rub  or  scratch  the  spot  where  this  gas  has 
irritated  the  skin  because  you  will  rub  the  skin 
off  very  quickly.  These  gases  are  also  apt  to 
make  one  cough,  and  to  make  the  eyes  run, 
itch  and  burn.  You  should  be  taken  (do  not 
try  to  walk)  to  the  nearest  aid  station  or  hospital 
as  soon  as  you  have  succeeded  in  getting  off  the 
clothing  and  cleaning  your  skin  and  putting  on 
perfectly  fresh  clothing. 

Rest  Is  Essential 

Anyone  who  has  breathed  any  poisonous  gas 
should  be  compelled  to  rest  for  many  hours.  Only 
a doctor  can  tell  when  it  is  safe  for  him  to  walk. 
A person  may  feel  perfectly  well  after  breathing 
some  of  these  gases,  and  yet  become  dangerously 
sick  if  allowed  to  walk.  Call  for  an  ambulance 
or  a doctor  if  in  doubt.  Don’t  even  walk  victims 
to  a hospital  or  aid  station. 


Liquid  Gases  Poison  Clothing 
Clothing  which  has  the  gas  on  it  should  be 
left  outdoors  and  as  soon  as  possible  should  be 
wet  with  the  solution  of  bleaching  powder  or 
should  be  buried  or  burned.  Shoes  which  have 
been  worn  in  a neighborhood  where  this  gas  has 
been  used  are  also  likely  to  be  extremely  dangerous 
and  should  be  discarded.  They  will  probably  never 
again  be  any  good.  If  shoes  and  silk  or  woolen 
clothing  are  treated  with  the  Clorox,  Zonite  or 
bleaching  powder  solution,  it  wall  probably  destroy 
them  but  it  must  be  done  just  the  same  because 
otherwise  they  might  kill  you  if  you  used  them 
again. 

Liquid  Gases  Poison  Soil  Too 
If  these  gases  fall  anywhere  in  the  neighbor- 
hood of  a dugout  or  bomb  shelter  under  the 
ground,  remember  that  they  will  run  into  a low 
spot  just  as  water  will.  Bomb  shelters  below 
ground  level,  cellars,  and  other  low  places  are 
extremely  dangerous  when  this  type  of  gas  has 
been  used.  You  should  not  go  in  them  until  they 
have  been  treated  with  some  substance  which  will 
neutralize  the  gas,  such  as  bleaching  powder.  The 
Army  has  special  troops,  and  civilian  personnel 
will  be  trained,  to  clean  up  any  area  where  gas 
has  been  used,  and  when  notified  they  will  come 
and  attend  to  this.  Stay  far  away  from  such 
areas  until  they  have  been  cleaned  up ! 

Liquid  Gases  Poison  Food  and  Water 

Food  which  has  been  exposed  to  gas  of  this 
type  must  not  be  used.  Water  ivhich  has  been 
in  an  open  container  near  this  gas  must  not  be 
used  for  drinking  purposes,  even  years  afterward. 
The  only  foods  which  would  be  safe  to  eat  after 
they  have  been  in  an  area  where  these  gases  have 
been  used  are  those  in  airtight  containers.  Any 
others  must  be  burned  or  buried ; they  can  never 
be  used. 

H.  L.  Arnold,  m.  d. 
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ELIXIR  GALEN  B 

jjMtijfied 

It  is  important  to  remember  that  an 
acute  deficiency  of  a single  Vitamin 
B Factor — by  the  very  nature  of  its 
origin — is  the  danger  signal  of  de- 
ficiency of  the  entire  Vitamin  B Com- 
plex. For  the  prescribing  physician 
there  is  only  one  safe  rule — when 
massive  dosage  of  a single  factor  is 
indicated,  this  factor  should  be  for- 
tified with  an  adequate  complement 
of  the  entire  Vitamin  B Complex  as 
it  occurs  in  nature.  'Elixir  Galen  B 
Fortified’  is  such  a preparation. 

GALEN  COMPANY,  INC. 

BERKELEY  ° CALIFORNIA 


Each  ounce  of  'Elixir  Galen  B 
Fortified’  provides  3333  Inter- 
national Units  of  Vitamin  Bt 
and  2500  gammas  of  Ribofla- 
vin, plus  effective  levels  of  all 
other  factors  as  they  occur  in 
rice  bran  concentrate.  Through 
the  use  of  'Elixir  Galen  B 
Fortified’  in  thiamine  and  ribo- 
flavin therapy,  the  physician  is 
assured  that  his  patients,  auto- 
matically, and  without  the  need 
of  a second  prescription,  will 
be  fully  safeguarded  against  the 
dangers  of  incomplete  Vitamin 
B Complex  medication. 

• Available  through 
prescription  pharmacies 


Hawaii  Distributors:  HONOLULU  MEDICAL  SUPPLY  CO.,  840  Fort  Street.  Honolulu 
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Ihe  ethical  relation- 
ship which  exists  among 
physicians  has  its  counter- 


part in  the  Lilly  policy  of 
close  co-operation  with  the 
doctor.  Distribution  of 
information  concerning 
Lilly  Products  is  restricted 
to  the  medical  and  allied 


essions, 


LIVER  EXTRACTS 

Crude  or  Purified 

For  Intramuscular  Injection 

Solution  Liver  Extract  Crude, 
Lilly 

2 injectable  U.S.P.  units  per  cc. 

1 injectable  U.S.P.  unit  per  cc. 

Solution  Liver  Extract  Purified, 
Lilly 

15  injectable  U.S.P.  units  per  cc. 

10  injectable  U.S.P.  units  per  cc. 

5 injectable  U.S.P.  units  per  cc. 


Eli  Lilly  and  company 
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“PUBLICATION  AUTHORIZED” 

The  delay  in  the  publication  of  this  issue  of 
the  Journal  is  due  in  part  to  the  pressure  of  ac- 
tivity following  the  events  of  December  7th  which 
delayed  the  preparation  of  material  by  the  authors 
and  in  part  to  the  necessity  for  securing  per- 
mission from  the  office  of  the  Military  Governor 
for  continuance  of  publication.  That  permission 
was  finally  received  on  January  15th.  and  is  quoted 
for  the  record : 


HEADQUARTERS  HAWAIIAN 
DEPARTMENT 

Office  for  the  Assistant  Chief  of  Staff  for 
Military  Intelligence 
FORT  SHAFTER.  T.  H. 

15  January  1942 

Mrs.  Elizabeth  I).  Bolles, 

Secretary  & Business  Manager, 

Hawaii  Medical  Journal, 

510  South  Beretauia  Street, 

Honolulu,  T.  H. 

Dear  Mrs.  Bolles: 

This  is  formal  authorization  for  your  continu- 
ance of  the  publication  of  the  Hawaii  Medical 
Journal. 

One  copy  of  each  edition  should  be  sent  to  the 
Public  Relations  section  of  this  office. 

In  case  of  material  of  a doubtful  nature  your 
editor  should  consult  with  the  head  of  the  Public 
Relations  section. 

Very  truly  yours, 
KENDALL  J.  FIELDER, 
Colonel,  G.S.C., 

A.  C.  of  S„  G-2. 


LET’S  HAVE  ACTION  NOW! 

In  1937,  the  Queen’s  Hospital,  with  a bed 
capacity  of  247,  reported  an  average  of  18.6% 
of  its  bedspace  unoccupied  and  no  need  for  addi- 
tional bed  facilities.  In  October,  1941,  the  Queen’s 
with  capacity  increased  to  274,  reported  it  was 
without  vacant  beds,  and  estimated  its  additional 
need  at  a minimum  of  100  beds. 

In  1937,  St.  Francis  Hospital  reported  an 
average  of  5%  of  its  bedspace  unoccupied.  In 
October,  1941,  with  an  increase  in  beds  to  67, 
it  was  without  vacant  beds,  and  estimated  its 
additional  needs  at  a minimum  of  100  beds. 

In  1937,  Kapiolani  Maternity  and  Gynecolo- 
gical Hospital,  capacity  44  beds,  reported  an 
average  of  19.8%  of  its  bedspace  unoccupied  and 
no  need  for  additional  bed  facilities.  In  October, 
1941,  with  bed  capacity  increased  to  51,  it  was 
without  vacant  beds,  and  was  providing  for  as 
many  as  ten  additional  patients  with  improvised 
facilities.  At  least  50  additional  beds  were  badly 
needed. 

Much  has  happened  in  Honolulu  since  October, 
and  especially  since  December  7,  to  aggravate 
these  needs. 

If  the  accepted  standard  is  correct,  namely 
that  a hospital  is  to  be  considered  as  carrying  a 
capacity  load  if  80%  of  its  beds  are  occupied, 
the  problem  becomes  more  acute. 

There  has  been  much  talk  about  permanent 
additions  to  the  hospitals  to  meet  the  need ; hut 
it  is  obvious  that  none  of  these  plans  can  be 
carried  out  within  a year  at  the  earliest. 
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Provision  is  to  he  made  under  army  direction 
for  the  establishment  of  new  civilian  hospitals  to 
lie  ready  and  waiting  in  case  of  disaster.  These 
will  provide  beds,  but  cannot  immediately  be  ex- 
pected to  provide  the  many  items  of  special  equip- 
ment which  go  to  make  up  the  excellent  facilities 
of  our  established  hospitals. 

The  urgent  need  is  for  temporary  bed  accom- 
modations at  the  Queen’s,  at  Kapiolani,  and  at 
St.  Francis  hospitals  with  sufficient  personnel  to 
care  for  patients  occupying  them. 

Under  no  circumstances  should  a condition 
be  permitted  to  continue  which  may  mean  denial 
to  desperately  ill  patients  of  the  facilities  which 
our  hospitals  provide. 

The  situation  calls  not  for  plans  incapable  of 
execution  at  this  moment,  though  possible  some- 
time in  the  future,  but  for  some  ACTION  NOW, 
which  will  increase  the  bed  capacity  of  these  three 
hospitals. 

L.  G.  P. 


MEDICAL  UNPREPAREDNESS 

When  Territorial  Delegate  Samuel  W.  King 
visited  Honolulu  the  latter  part  of  December  for 
the  purpose  of  viewing  first  hand  the  results 
of  the  Japanese  attack  and  the  preparations  for 
the  future,  he  remarked  that  he  had  seen  and 
heard  so  many  good  things  about  our  defensive 
measures  that  he  wondered  whether  we  had  made 
any  mistakes  at  all.  He  was  told — and  we  have 
no  hesitation  in  repeating  here — that  we  had. 

We  had  devised  hut  had  not  actually  obtained 
any  adequate  system  of  air  raid  warnings.  This 
point  certainly  requires  no  elaboration. 

We  had  not  agreed  upon  any  adequate  method 
of  dimming  the  headlights  and  tail  lights  of 
automobiles  for  necessary  night  driving.  One 
proposed  method  which  cost  about  $30  per  car 
was  applied  to  a number  of  automobiles  and  was 
promptly  condemned  as  unsatisfactory  as  soon 
as  the  blackouts  began.  The  method  now  in 
use  consists  simply  of  special  blue  paint  over 
the  whole  lens  and  black  paint  over  all  but  a 
2 inch  central  circle.  It  costs  only  a few  cents, 
plus  a small  labor  charge,  per  car. 

No  adequate  preparation  had  been  made  for 
blacking  out  homes.  "Practice  blackouts”  had 


been  held  on  several  occasions,  but  in  all  of 
them  people  had  merely  turned  out  their  lights 
and  then  either  retired  for  the  night  or  sat  in 
their  front  rooms  to  watch  the  darkening  city. 
As  a result  of  this  lack  of  preparation,  many 
people  are  still  decidedly  uncomfortable  in  their 
homes  after  dark.  Ventilation  of  the  blacked 
out  portion  of  the  house  has  been  one  of  the 
most  difficult  problems;  some  have  solved  it 
by  construction  of  a zigzag  ‘‘tunnel”  of  black 
paper  and  lath  opening  either  outdoors  or  into 
an  open,  darkened  outer  room,  and  a fan  set 
inside  the  tunnel.  Mainland  cities  please  take 
notice : a “practice  blackout”  is  useless  unless 
it  is  held  all  night  for  several  successive  nights. 
Only  in  this  way  will  it  succeed  in  compelling 
people  to  make  adequate  arrangements  for  living 
in  their  blacked-out  homes.  The  depressing  effects 
of  inadequate  ventilation  must  be  experienced 
to  be  fully  appreciated. 

Fire  and  air-raid  wardens  had  been  recruited, 
but  not  adequately  prepared  for  their  special 
duties.  Their  training  is  going  forward  rapidly 
now,  but  it  might  far  better  have  been  done 
before  the  attack  began. 

Our  store  of  blood  plasma  as  is  recounted 
at  length  elsewhere  in  this  issue  was  inadequate. 

The  point  need  not  be  further  labored  here;  but 
it  may  be  pointed  out  as  a generality  that  in- 
juries in  modern  war,  whether  they  be  burns, 
vesicant  gas  injuries,  or  trauma  from  high  ex- 
plosive bombs  or  shells,  are  likely  to  occur  in 
relatively  large  number,  and  preparation  to  meet 
them  should  be  made  accordingly. 

Finally,  our  office  of  civilian  defense  existed 
only  in  skeleton  form , and  largely  on  paper. 
Only  the  medical  defense  offices,  under  the 
auspices  of  the  Medical  Preparedness  Committee 
of  our  county  medical  society,  were  actually 
organized  and  operating.  The  inevitable  con- 
fusion that  follows  an  enemy  attack  makes 
the  organization  and  establishment  of  a local 
O.C.D.  many  times  more  difficult  then,  than 
during  “peace”  time.  The  lessoi/  is  obvious. 

It  is  with  the  hope  that  our  experience  here 
may  be  made  as  useful  as  possible  to  those 
undertaking  defense  measures  elsewhere,  that 
these  errors  of  omission  are  recounted.  Verbum 
sapientibus ! 

— H.  L.  A..  Jr. 
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Smokers 
Can’t  Help 
Inhaling_but 

they  can  help  their  throats! 

All  those  who  smoke  inhale  — at  least  sometimes.  And 
when  they  inhale,  the  danger  of  irritation  increases.  Therefore, 
the  importance  of  this  Philip  Morris  advantage: 

The  irritant  quality  in  the  smoke  of  four  other 
leading  brands  was  shown  in  recognized  labora- 
~ tory  tests*  to  average  more  than  three  times  that 

of  the  strikingly  contrasted  Philip  Morris. 

Further — the  irritant  effect  of  such  cigarettes  was 
observed  to  last  more  than  5 times  as  long! 

A change  to  Philip  Morris  cigarettes  will  minimize  irritation 
due  to  smoking. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.  119  Fifth  Ave.,  New  York 


* Facts  from:  Proc.  Soc.  Exp.  Biol.  & Med.,  1934,  32,  241-245;  N.  Y.  State  Jrl.  of 
Med.  Vol.  35,  No.  11,590;  Arch,  of  Otolaryngology,  Mar.  1936,  Vol.  23,  No.  3,306. 


From  the  “elegant  sculptures  after  the 
life”  which  are  found  in  that  classic 


anatomical  volume  of  1695,  credited  to 


H Ridler — “The  Anatomy  of  the  Brain." 


When  electroencephalography  records  the  brain 
potential  of  epileptic  patients  prior  to  and  after 
the  use  of  Kapseals  Dilantin  Sodium,  the  oscillo- 
graph usually  depicts  more  normal  brain  waves. 
Furthermore,  seizures  diminish  in  frequency  and 
severity.  As  a result  of  this,  the  patient’s  general 
attitude  and  behavior  are  favorably  influenced 
and  he  is  permitted  to  enjoy  a more  normal  life. 

A combined  report  of  thirteen  clinicians  states 
that  in  404  out  of  595  epileptic  patients,  Dilantin 
Sodium  was  more  effective  than  other  anti- 
convulsants1. Its  value  in  patients  not  responding 
to  other  medication  has  been  reported2.  All  in  all, 
Dilantin  Sodium  (phenytoin  sodium),  a product  of 
long  and  systematic  research  in  clinic  and  labora- 
tory, marks  a definite  forward  step  in  the  manage- 
ment of  epilepsy.  Complete  details  upon  request. 


PARKE,  DAVIS  & COMPANY 

Detroit,  Michigan 


1.  Council  Report:  J.A.M.A.,  1’3:  1734,  1939 

2.  Merritt,  H.  H.  &.  Putnam,  T.  J.:  A.  J.  Psychiat.,  96:  1023,  1940 


KAPSEALS 

DILANTIN  SODIUM 


A product  of  modern  research  offered  to  the 
medical  profession  by 


PROGRESS  IN  INTERNAL  MEDICINE 


BLAST  INJURIES  OF  THE  LUNGS 

In  World  War  I,  and  again  in  recent  warfare, 
the  occurrence  of  extensive  pulmonary  injury, 
at  times  fatal,  has  been  recorded  in  persons  ex- 
posed to  the  effects  of  high  explosive  bombs, 
even  though  there  was  no  accompanying  penetrat- 
ing thoracic  wound,  or  other  external  body  injury. 

Experimental  Study 

S.  Zuckerman  (S.  Zuckerman,  Experimental 
Study  of  Blast  Injuries,  Lancet,  August  24,  1940, 
23 9:219-224)  studied  the  effects  of  blast  in  ani- 
mals. He  records  that  the  fatality  rate  was  very 
high  in  animals  exposed  to  high  explosive  blast 
effects  within  a distance  of  15  to  18  feet,  even 
though  there  were  no  external  signs  of  body  in- 
jury. Within  this  radius  a sudden  intense  pressure 
of  60  pounds  or  more  per  square  inch  was  pro- 
duced. This  was  of  very  short  duration  and  was 
followed  by  a slower  sucking  action  of  about 
one-fifth  or  one-sixth  the  intensity.  The  theories 
of  the  damaging  action  upon  the  lungs  are  some- 
what controversial,  but  Zuckerman  believes  it 
is  probably  directly  from  this  sudden  intense  pres- 
sure upon  the  chest  wall  compressing  the  ribs 
against  the  lungs.  The  pathological  findings  con- 
sisted chiefly  of  hemorrhage : subpleural,  alveolar 
and  intrapulmonary.  Hemorrhage  was  most 
abundant  in  the  anterior  and  inferior  borders, 
and  in  the  costal  and  mediastinal  surfaces.  There 
was  also  rupture  of  alveolar  walls,  tearing  of 
alveolar  capillaries,  and  interstitial  hemorrhage. 
Clinical  Features  of  Blast  Injuries 

These  were  well  presented  in  a paper  by 
O'Reilly  and  Gloyne  (J.  X.  O’Reilly  & S.  Rood- 
house  Gloyne,  Blast  Injuries  of  the  Lung,  Lancet, 
October  11,  1941),  a summary  of  which  follows: 
Shock,  evidenced  by  pallor,  cyanosis,  and  rapid 
pulse  of  poor  volume  in  more  serious  cases. 
Dyspnea  in  all  patients.  The  respiratory  difficulty 
was  due  in  part  to  pain,  and  to  extreme  bulging 
of  the  chest,  which  appeared  to  be  in  the  position 
of  almost  full  inspiration. 

Cyanosis  was  obvious  in  most  severe  cases,  and 
present  in  all  the  others. 

Chest  pain  was  of  two  types : a central  deep 
constant  pain  (perhaps  related  to  mediastinal 
hemorrhage)  ; and  a less  severe  pain  felt  more 
laterally  and  increased  in  intensity  on  deep  breath- 
ing (this  may  have  been  due  to  contusion  of  the 
intercostal  muscles). 


Abdominal  pain  also  occurred  and  in  two  cases 
was  so  severe  and  associated  with  such  marked 
abdominal  tenderness  and  rigidity  as  to  lead  to 
exploratory  operation.  This  pain  and  rigidity 
was  explained  by  the  thoracic  muscle  hemorrhages, 
which  caused  irritation  of  intercostal  nerves,  or 
hy  actual  damage  to  the  abdominal  muscles  them- 
selves. 

Hemoptysis  occurred  but  was  usually  not  an 
outstanding  symptom. 

Cough  did  not  develop  until  24  hours  after  the 
injury.  A number  of  cases  then  had  troublesome 
cough,  and.  in  many,  thick  mucopurulent  sputum, 
sometimes  stained  with  dark  blood,  appeared. 
Restlessness  was  extreme  in  some  cases,  and  was 
due  to  associated  intracranial  blast  injury. 

Physical  and  Radiological  Signs 

Most  frequently  noted  signs  were : Chest  three- 
quarters  expanded,  with  marked  reduction  of 
respiratory  movement  on  both  sides.  Resonant 
percussion  note  in  the  early  stages.  Weak  breath 
sounds,  especially  at  the  bases.  Coarse  rales 
audible,  entire  lung  fields.  Later  signs  conformed 
to  the  clinical  picture  of  lobar  pneumonia  at  one 
lung  base. 

The  characteristic  x-ray  finding  was  heavy 
mottling  scattered  in  larger  or  smaller  areas  of 
the  lung  fields.  This  was  due  to  interstitial  or 
alveolar  hemorrhage,  and  varied  in  density  and 
extent,  and  in  rapidity  of  clearing,  with  the  sever- 
ity of  the  blast  injury.  Pneumothorax,  atelectasis, 
and  later  developing  bronchopneumonia  were  also 
observed  by  roentgenogram. 

Pathological  Findings 

The  most  striking  feature  in  the  autopsies 
was  effusion  of  blood.  This  varied  from  capillarv 
oozing  to  large  hemorrhages.  There  was  also 
rupture  of  elastic  tissue  and  capillaries  in  the  most 
affected  parts,  and  secondary  infection  with  strep- 
tococci, causing  the  development  of  bronchopneu- 
monia. 

Treatment 

Treatment  recommended  is  rest,  heat,  and 
morphia  for  shock.  Plasma  is  preferable  to  whole 
blood  for  transfusions.  Oxygen  is  highly  bene- 
ficial. Sulfapyridine  is  recommended  for  compli- 
cating bronchopneumonias. 

S.  E.  Doolittle,  m.d. 
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JLhe  importance  oj  hypertension  as 
a problem  of  health  needs  emphasis. 
High  blood  pressure  is  both  a common 
disease  and  a serious  one.  Indeed,  it 
appears  to  be  more  common  and  more 
deadly  than  cancer.”  — Allen,  E.  V., 
Medical  aspects  of  arterial  hyper- 
tension. Bull.  N.  Y.  Acad.  Med.,  17, 
March  1941.  # 


I “"TREATMENT  of  arterial  hypertension  today  is  necessarily  directed 
in  most  cases  toward  relief  and  not  cure.  When  a cure  cannot  be 
I 1 effected,  or  control  by  rest  and  dietary  measures  is  impossible,  the 
employment  of  medical  treatment  is  suggested.  Among  the  various 
preparations  available,  Erythrol  Tetranitrate  offers  the  advantage  of  producing 
a reduction  in  blood  pressure  sufficiently  prolonged  so  that  administration 
three  times  daily  may  maintain  the  reduction.  It  may  be  prescribed  over  a 
prolonged  period  with  sustained  effect. 

The  vasodilator  action  of  Erythrol  Tetranitrate  Merck  usually  begins  within  about  fifteen  minutes  after 
administration  and  persists  for  a period  of  3 to  4 hours.  This  effect  of  prolonged  vasodilatation,  beginning 
within  a short  time  after  oral  administration,  is  not  obtained  with  any  other  of  the  commonly  used  nitrates. 

ERYTHROL  TETRANITRATE  MERCK 

for  prolonged  reduction  of  high  blood  pressure  in  arterial  hypertension 

is  supplied  as  Vi  grain  tablets  in  bottles  of  SO  and  500  • Vi  grain  tablets  in  tubes  of  24  and  bottles  of  100  and  500 


not* 


CHoti 


of  ^ 


ERYTHROL 

TETRANITRATE 

MERCK 

(Erylhrityl  Tetranitrate) 


For  Prolonged 
Vasodilatation 
in  Hypertension 


COUNCIl 


ACCEPTED 


MERCK  & CO.  Inc.  -J/nnnf rh, uu  RAHWAY.  N.  J. 


RECENT  ADVANCES  IN  SURGERY 


THE  MANAGEMENT  OF  WAR  BURNS 

This  epitome  on  the  treatment  of  burns  is  a 
result  of  a four  months’  tour  of  mainland  clinics 
from  August  to  November,  1941,  together  with 
observation  of  a series  of  200  cases  during  the 
catastrophe  on  December  7th. 

It  is  not  my  purpose  to  go  into  any  arguments 
concerning  the  personal  ideas  regarding  the  vir- 
tues of  different  drugs  or  methods  that  many  of 
us  may  prefer,  but  to  offer  what  is  considered  the 
“ideal  therapy”  in  burns. 

At  the  outset  we  must  discard  the  use  of  tan- 
nic acid,  ferric  chloride,  picric  acid  and  the  like, 
because  of  tbeir  great  tendency  to  produce  a con- 
striction and  gangrene  of  the  extremities,  as  well 
as  to  allow  infection  to  be  held  in  the  burned 
tissue.  The  triple  dye  method  has  the  drawback 
of  being  exceedingly  messy  and  difficult  to  carry 
out. 

Local  Treatment 

The  treatment  of  choice  in  burns  is  Triethyl- 
diazine,  or  sulfadiazine  in  triethanolamine  solution, 
which  is  produced  by  Lederle  and  which  we  are 
fortunate  enough  to  have,  though  only  in  small 
quantities,  in  Hawaii.  For  purposes  of  simplicity, 
we  shall  hereafter  refer  to  this  as  Sulfadiazine 
Solution.  It  can  not  be  made  from  sulfadiazine 
tablets,  nor  is  any  other  sulfonamide  preparation 
suitable  for  this  use.  It  is  applied  as  a spray,  using 
an  ordinary  insect  spray  gun. 

At  the  present  we  have  enough  of  this  solu- 
tion in  Hawaii  to  treat  approximately  1,000  cases 
and  a sufficient  amount  has  been  ordered  from 
Lederle  to  treat  at  least  5,000  more.  When  it 
arrives  each  island  will  be  supplied  with  an 
amount  proportionate  to  its  probable  needs. 

The  most  essential  thing  in  the  treatment  of 
burns  is  that  the  burned  area  must  be  cleansed, 
and  due  regard  must  be  paid  to  every  burn, 
since  it  is  an  infected  wound  at  the  beginning. 
Therefore,  before  the  drug  is  sprayed  on  the  burn- 
ed area,  there  must  be  careful  cleansing,  preferably 
with  soap  and  water,  under  anesthesia,  if  neces- 
sary; the  area  is  then  dried  and  the  liquid  spray 
applied,  as  given  in  the  directions  to  the  burn 
teams.  Besides  spraying  the  area,  sulfadiazine,  1 


Cm.  every  4 hours,  is  given  for  3 days  by  month; 
and  in  cases  with  severe  burns,  in  which  infection 
is  quite  evident,  Sodium  Sulfadiazine  is  given 
intravenously,  0.1  Gm.  per  kilo  in  5%  solution 
of  distilled  water. 

Plasma 

The  use  of  plasma  is  perhaps  even  more  im- 
portant than  the  local  treatment  of  burns,  as  80 
to  90  percent  of  severely  burned  individuals  die 
from  secondary  shock  in  the  first  12  to  24  hours. 
The  only  means  we  have  of  combating  this  shock 
is  by  adequate  doses  of  plasma  given  intravenous- 
ly, preferably  before  the  onset  of  shock  and  con- 
tinued up  to  48  hours  or  longer,  if  needed. 

How  does  one  determine  when  to  use  plasma? 
A second  or  third  degree  burn  of  one  extremity 
can  produce  enough  shock  to  kill  a patient,  and 
for  this  reason  not  only  the  depth,  but  also  the 
size  and  distribution  of  the  burn  is,  in  a manner, 
a determining  factor  of  the  dosage.  There  are 
two  methods  of  determining  the  amount  of  plasma 
for  burns,  and  the  formula  below  is  the  most  ac- 
curate method.  May  I urge  you  to  calculate  a test 
case  to  acquaint  yourself  with  the  formula,  as  it 
requires  only  about  10  to  15  minutes  to  find  the 
correct  amount. 

Formula  For  Determining  The  Amount 
Of  Plasma  Required  In  Burns 
Normal  plasma  volume  5%  body  weight 
Normal  hematocrit  43 
Normal  plasma  protein  7 gms  per  100  cc 
1 kilogram— 2.2  lbs. 

Plasma  protein  deficit  in  gr'ams=3.5  W — 

W(100— Ho)  HnPo 
2 (100— Hn)  Ho 
W =body  weight  in  kilograms 
Ho  ^observed  hematocrit,  per  cent  cells 
Hn  =normal  hematocrit  for  patient 
Po  ^observed  plasma  protein  concentration  grams 
per  hundred  cc. 

The  deficit  in  gms  of  protein  multiplied  by  14  gives 
the  cubic  centimeters  of  plasma  required  for  transfusion. 

‘‘Short-Cut"  Method  Of  Determining 
The  Amount  Of  Plasma  Required 

A.  For  a 150  lb.  individual  100  cc  should  be  allowed 
for  each  point  the  hematocrit  is  elevated  above  45. 

B.  Add  50  cc  of  plasma  for  each  tenth  gram  per 
cent  which  the  plasma  is  below  7.0. 
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C.  The  total  amount  is  adjusted  for  the  actual  weight 
of  the  patient. 

Example:  If  the  hematocrit  is  10  points  above 
normal,  or  53,  and  the  plasma  protein  six  tenths 
of  a percent  below  normal,  or  6.4,  the  amount  of 
plasma  required  for  a 150  lb.  man  would  be  10 
times  100,  or  1000  cc.,  plus  six  times  50,  or  300  cc., 
making  a total  of  1300  cc.  If  the  patient  is  a 
30  lb.  child,  only  one  fifth  of  this  amount  or  260  cc 
would  be  needed. 

D.  If  total  amount  of  this  method  indicates  over  1500 
cc  required,  then  use  mathematical  formula  as 
above. 

It  is  essential  that  each  burn  unit  have  a fall- 
ing drop  apparatus  for  determining  the  plasma 
protein  and  also  tubes  for  hematocrit  studies.  At 
present  there  is  a shortage  of  the  falling  drop 
apparatus  in  Honolulu,  and  I should  like  to  urge 
each  hospital  to  make  application  or  send  direct 
to  the  factories  for  one.  This  apparatus  may  be 
ordered  from  Eimer  and  Amend,  205  Third  Ave- 
nue, New  York  City,  N.Y.,  and  each  hospital  on 
the  outlying  islands  should  be  supplied  with  these 
items : 

Number  18131  @ $60.00 

Number  18131  C @ 1.50 

Number  18131  H @ 6.50 

Number  18131  K @ 2.00 

Number  18131  M @ .75 

Adrenal  cortical  extract  (Eschatin),  5 to  10 
cc.  every  6 to  8 hours  intravenously,  depending  on 
severity  of  the  burn,  has  been  found  to  decrease 
capillary  permeability  and  retard  the  loss  of 
plasma.  It  is  essential,  therefore,  that  a supply  of 
adrenal  cortical  extract,  in  the  form  of  Eschatin 
or  a similar  product,  be  on  hand,  and  here  again 
as  in  using  plasma  it  must  be  started  as  early  as 
possible,  as  both  the  plasma  and  the  Eschatin 
help  to  prevent  the  tremendous  plasma  loss. 

With  this  plasma  loss,  there  occurs  a hemo- 
concentration  in  which  the  hemoglobin  may  go  up 
to  125  or  150%,  with  the  RBC  from  6 to  8 mil- 
lion. This,  as  you  all  know,  means  a more  viscous 
blood,  with  failure  to  carry  oxygen,  and  carries 
on  the  vicious  circle  established  by  the  burn.  For 
this  reason,  oxygen  should  be  given,  preferably 
by  a Boothby-Lovelace  mask.  I can  not  stress  too 
much  the  great  importance  of  supplying  oxygen 
to  these  burn  cases,  as  many  authorities  believe 
that  it  is  the  anoxia  which  produces  the  liver  and 
kidney  damage  which  so  often  follow  severe  burns. 
Since  there  is  a shortage  of  Boothby-Lovelace 
masks,  a nasal  catheter  or  oxygen  tent  may  be 
used ; 4-6  liters  per  minute  is  the  requirement. 

Infection 

If  the  patient  survives  the  initial  or  secondary 
shock,  as  well  as  liver  and  kidney  damage,  he  may 
still  die  from  infection.  A burn  case  must  be  treat- 
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ed  with  the  same  care  we  demand  in  opening  an 
abdomen : hence  the  head,  face,  nose  and  mouth 
of  each  team  member  must  be  masked.  Their 
hands  are  scrubbed  and  sterile  gloves  and  gowns 
are  worn  in  the  handling  of  these  cases.  It  is  be- 
lieved by  many  authorities  that  most  streptococ- 
cic infections  of  burns  are  introduced  by  the 
handling  of  the  burn  case,  and  I appeal  to  those 
of  you  who  treat  burns  to  remember  that  a burn 
can  be  infected  by  bad  technique  just  the  same 
as  any  other  wound. 

Sulfadiazine  will  not  work  if  there  is  a lot  of 
burned  and  charred  material,  including  skin  and 
underlying  tissue,  present.  The  wound  must  be 
made  clean  and  sulfadiazine  will  act  as  a pliable 
eschar  which  will  cover  the  wound  and  require 
less  care  than  with  any  other  burn  technic.  In 
severe  burns,  sterile  sheets  are  used,  the  patient 
being  placed  on  a sterile  sheet  and  covered  by  a 
cradle  over  which  sterile  sheets  are  used. 

Anesthesia 

Concerning  anesthesia,  I feel  that  the  experi- 
ence with  intravenous  anesthesia  on  December 
7th  has  definitely  ruled  it  out.  The  anesthetics  of 
choice  when  cleasing  a severe  burn  are : first, 
ether  ; second,  nitrous  oxide  and  oxygen  ; and  third, 
cyclopropane. 

Morphine  should  be  given  in  large  doses,  and 
frequent  assurance  given  to  the  patient  that  all 
is  going  well. 

Bum  Teams 

In  our  various  hospitals  in  Honolulu  we  have 
organized  burn  teams  and  the  routine  orders  are 
as  follows : 

1.  All  burn  squads  are  masked  to  above  the  nose. 

2.  Hands  are  scrubbed  5 minutes  and  sterile  gloves 
and  gowns  donned. 

3.  Patient  is  placed  on  sterile  sheet. 

4.  Patient  is  anesthetized  with  ether,  nitrous  oxide, 
or  cyclopropane,  not  with  intravenous  anesthesia. 

5.  Complete  blood  count,  hemoglobin,  hematocrit 
and  blood  plasma  determinations  are  made. 

6.  Plasma,  500  cc,  is  started  by  vein. 

7.  Eschatin,  5-10  cc.  every  6 hours  intravenously. 

8.  Debridement ; soap  and  water,  scr  ubbing  gently 
but  thoroughly  and  irrigating  with  sterile  water. 

9.  Spray  sulfadiazine  solution  as  debridement  is 
progressing. 

10.  On  return  to  bed  give  oxygen,  by  Boothby-Love- 
lace mask  if  available. 

11.  Use  heat  cradle,  covered  with  sterile  sheets  and 
blankets. 

12.  Elevate  foot  of  bed  18-24  inches. 

13.  Spray  burned  areas  every  hour'  during  the  first 
day,  every  2 hours  the  second  day,  every  3 hours 
the  third  day,  and  every  4 hours  the  fourth  day. 

14.  Sulfadiazine  1 Gm.  every  4 hours  for  3 days 
by  mouth. 

15.  Morphine  sulphate,  gr.  %,  p.r.n. 

F.  J.  Halford,  m.d. 
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CLINICO-PATHOLOGIC  COMMENT 


The  Clinical  Laboratory  has  learned  a lesson 
or  two  from  this  war. 

BLOOD  PLASMA 

Plasma  Manufacture 

It  has  learned  that  the  very  best  way  to  make 
plasma  is  by  a wholly  “closed  system.”  The  num- 
ber of  contaminations  is  directly  proportional  to 
breaks  in  that  “closed  system”  technique.  In  war- 
time mass  production,  such  a closed  system  tech- 
nique may  have  to  be  broken,  deliberately,  but  it 
then  should  be  guarded  by  the  aseptic  and  antisep- 
tic methods  of  the  bacteriological  laboratory 
rather  than  by  those  of  the  operating  room.  An 
open  wound  will  care  for  far  more  air-borne,  or 
finger-borne,  contaminants  than  will  a batch  of 
blood  plasma.  The  technique  of  a tonsillectomy  is 
to  be  forgotten ; the  technique  of  the  bacteriolo- 
gical culture  tube  is  to  be  remembered. 

It  has  learned  the  meaning  of  that  American 
slang  word  “bottleneck.”  One  may  have  an 
abundance  of  donors,  and  blood  receptacles ; one 
may  have  a well-trained  group  of  technologists, 
and  adequate  autoclave  space, — but  if  one  does 
not  have  ample  rubber  tubing,  observation  tubes 
that  take  a needle,  and  an  adequate  supply  of  15 
or  16  gauge  needles,  one  is  tempted  to  break 
technique,  and  that  leads  to  great  losses  of  plasma. 

It  has  learned  that  suitable  publicity  and 
executive  ability  are  prime  requisites  for  the 
operation  of  a rapidly  producing  plasma  bank, 
but  it  has  also  learned  that  competent  and  au- 
thoritative technical  supervision  are  equally  essen- 
tial. It  is  better  to  cut  the  yield  in  half  than  to 
lose  half  the  yield. 

It  has  learned  that  the  time  to  organize  a 
whole-blood  bank,  with  a large  list  of  donors, 
typed  and  tested,  is  before  the  crash  and  not  after 
it.  Types  do  not  change ; and  an  intercurrent 
luetic  infection  in  the  donor  would  mean  little  to 
the  Service  man  losing  a leg  or  an  arm  or  18 
inches  of  gut.  This  is  War  Medicine,  comparable 
to  the  War  Surgery  of  which  Dr.  Moorhead 
spoke,  and  which  he  practiced. 


It  has  learned  that  whole  blood  can  be  trans- 
ported long  distances,  thirty  or  forty  miles  in  a 
car.  with  practically  no  hemolysis  or  deterioration 
— if  the  stoppers  are  sterile  rubber  and  not  loose- 
ly fitting  cotton-gauze. 

It  has  learned  that  De  Gowin  et  al’s  method 
of  preserving  whole  blood  is  a good  one,  effective 
for  25  to  30  days,  and  thereafter  it  yields  diluted 
plasma  that  should  be  ideal  in  burn  cases.  A mo- 
dification, devised  to  suit  war  conditions,  was  to 
use  the  usual  bleeding  apparatus  with  100  cc.  of 
sodium  citrate — 2 % of  it  was  the  type  with  2 
molecules  of  water,  and  3.2%  of  it  was  the  type 
with  Sl/2  molecules  of  water  (please  look  at  the 
label  of  the  bottle  on  your  shelf!) — to  draw  500 
cc.  of  blood,  preferably  group  O or  Moss  IV : 
universal  donor.  The  remaining  blood  in  the 
donor  hose  was  massaged  into  the  attached  tube, 
tested  for  syphilis  and  blood  group,  and  then  im- 
mediately siphoned  by  closed  system  into  a Cut- 
ter, Abbott  or  Baxter  bottle,  1 L (really  with  a 
capacity  of  1100  cc.),  which  contained  500  cc.  of 
ice  cold  glucose  solution,  5.4%.  This  then  went 
into  a refrigerator  running  at  4°  C.  There  was 
no  sense  in  complicating  the  picture  by  attaching 
2 tubes  to  the  blood  receiver  using  up  precious  ad- 
hesive; one  tube  with  a half  inch  of  cotton  in  the 
bottom  sufficed.  The  cotton  preserved  the  point 
of  the  needle — and  what  pilikia * “hooked”  needles 
made  during  those  days  from  December  8th  to 
December  24th ! The  clotted  blood  yielded  ample 
serum  for  lues  serology,  and  some  saline  on  the 
clot  gave  abundant  cells  for  blood  grouping.  For 
attaching  the  blood  sample  test  tube  to  the  bleed- 
ing apparatus,  size  64  rubber  bands  were  found 
superior  to  adhesive  plaster — and  more  economi- 
cal. 

Contamination  and  Decontamination 

It  has  learned  that  plain  infusion  broth  is  a 
very  poor  indicator  of  contamination  in  plasma. 
A light  inoculum  of  aerobes  gives  a low  percent- 
age of  positives ; and  of  anaerobes,  practically 
none.  Brewer's  medium  is  far  superior  and  was 
found  most  useful.  It  grows  aerobes,  microaero- 
philes  and  anaerobes  very  wrell.  Attention  was 

* Pilikia — Hawaiian  for  trouble,  barm,  difficulty,  or  the  like. 
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previously  called  to  this  medium  here  in  Hawaii 
in  the  October  1941  issue  of  the  Proceedings  of 
The  Clinic,  Honolulu,  while  a practical  and  eco- 
nomical method  of  its  use  was  reported  in  the 
March  1941  issue  of  these  same  Proceedings.  In 
brief,  Brewer’s  medium  is  a clear  liquid  medium, 
made  from  pork  rather  than  beef,  and  contains 
sodium  thioglycollate  to  maintain  anaerobiasis  in 
the  base  of  the  tube,  0.05%  agar  to  cut  down 
convection  currents,  and  .0002%  of  methylene 
blue  as  an  indicator  of  oxygen  saturation.  It  can 
be  bought  in  dried  powder  form ; it  can  be  home- 
made if  you  have  some  sodium  thioglycollate.  To 
make  6 liters : 

5 pounds  ground  lean  pork. 

6 liters  of  water;  infuse  in  icebox  over  night,  boil  5 
minutes,  cool,  and  siphon  off  underlying  clear  in- 
fusion. 

Peptone,  preferably  "thio”  or  proteose  $-3  Difcc  60  g. 


Dextrose  60  g. 

NaCl  30  g. 

Sodium  thioglycollate  6 g. 


Dissolve,  with  heat  if  necessary,  bring  to  6 L. 

Set  reaction  to  pH  7.4  or  7.6  (about  12  cc.  of  10% 
NaOH  required.)  Filter  through  thick  layer  of 
cotton  and  then  paper. 

Add  3 grams  of  dissolved  agar  and  methylene  blue, 
0.5%  aqueous  solution  2.4  cc.  Dispense  and  auto- 
clave as  usual. 

Tall  narrow  tubes  (20  cc.)  very  slowly  (weeks) 
get  blue  at  the  top,  indicating  oxygen  penetration. 

At  The  Clinic  laboratory  it  is  put  in  one  ounce 
oval  prescription  bottles  with  bakelite  molded 
screw  cap.  We  bore  a 3/16  inch  hole  in  these  caps, 
remove  the  inner  paper  liner  and  substitute  one 
cut  from  heavy — truck  weight — -inner  tube  rub- 
ber. Having  filled  the  bottle  with  20  cc.  of  medium, 
the  cap  is  screwed  on  tight  and  the  remaining 
air  exhausted  with  a fine  hypo  needle  and  suction 
from  a filter  pump,  the  screw  cap  covered  with 
paper  and  rubber  band,  and  the  whole  autoclaved. 
In  culturing  plasma,  the  rubber  stopper  of  the 
plasma  bottle  is  painted  with  dilute  iodine  in  al- 
cohol, and  with  a sterile  2 cc.  syringe  and  18  or 
20  gauge  needle  1 cc.  of  plasma  is  withdrawn. 
The  paper  cover  of  a culture  bottle  is  removed 
and  the  needle  of  the  syringe  plunged  through 
the  rubber  diaphragm,  and  the  vacuum  sucks  the 
plasma  into  the  bottle.  The  culture  bottle  is  then 
“breathed”  to  atmospheric  pressure  by  a sterile 
needle  with  attached  3 inches  of  rubber  tube, 
stuffed  with  cotton,  all  sterile,  of  course.  This 
"breather”  is  lightly  flamed  after  each  bottle  is 
brought  to  atmospheric  pressure.  Two  physicians, 
with  the  help  of  two  technologists  to  uncover  and 


cover  flasks  and  bottles,  and  equipped  with  only 
17  syringes  and  needles  which  are  boiled  5 min- 
utes after  use,  can  make  a hundred  cultures  with 
ease  in  an  hour. 

The  Clinical  Laboratory  has  learned  that  in 
proportion  of  1 cc.  of  plasma  to  20  cc.  of  Brewer’s 
medium,  the  merthiolate  present,  in  1 :10,000  con- 
centration, has  practically  no  inhibitory  effect; 
sterile  cultures  of  plasma  in  Brewer’s  medium, 
subsequently  lightly  inoculated  with  pathogens 
and  nonpathogens,  give  good  growth. 

It  has  learned  that  most  contaminated  plasma 
cultures  give  good  visible  growth  in  24  to  48 
hours,  particularly  with  the  anaerobic  streptococ- 
cus, (probably  of  fecal  origin)  which  was  our 
bete  noir — but  that  it  is  not  safe  to  make  a final 
reading  before  the  seventh  day.  Some  staph  and 
diphtheroids  (the  latter  giving  a pale  pink  tinge 
to  the  medium)  take  5 or  6 days  to  give  visible 
growth.  Incubation  to  the  14th  day,  as  advocated 
by  the  Blood  Transfusion  Association,  seems  to 
us  like  painting  the  lily— and  these  are  war  times. 

We  at  The  Clinic  worked  with  some  500  cuB 
tures,  and  it  has  been  our  experience  that  bac- 
terioscopic  examination  of  clear  cultures  never 
yielded  positive  results ; however,  some  cloudy 
cultures  were  bacterioscopically  negative — this 
holds  good  particularly  for  the  homemade  Brew- 
er’s medium.  In  other  words,  visual  examination 
of  the  cultures  is  very  trustworthy — only  cloudy 
or  doubtful  cultures  need,  in  practice,  to  be 
examined  bacterioscopically. 

The  Laboratory  has  learned  that  if  contami- 
nated plasma  (particularly  if  the  contamination 
be  the  anaerobic  streptococcus  referred  to)  is 
ultimately  filtered  through  200  mesh  wire  gauze 
and  then  through  a 2 x l/2  inch  Berkefeld  candle, 
with  positive  pressure,  the  yield  is  about  200  cc. 
in  15  minutes,  before  the  cylinder  clogs.  It  has 
been  suggested  that  if  this  plasma  were  put 
through  a Sharpies  centrifuge — continuous  clari- 
fication, like  a milk  separator — and  then  fed  to  a 
10  x 2 inch  Berkefeld  candle,  the  yield  would  be 
20  times  the  laboratory  experiment ; in  other 
words,  two  liters  per  hour.  In  that  fashion  it  would 
take  only  250  hours  to  filter  500,000  cc.  of  con- 
taminated plasma  with  one  candle.  It  is  to  be  hop- 
ed that  the  merthiolate  in  the  contaminated  plas- 
ma will  have  held  that  streptococcus  static. 

It  has  been  found  that  if  a flask  of  strep-con- 
taminated plasma  be  supersaturated  with  sul- 
fanilamide and  returned  to  minus  15°  C,  nothing 


196 


Fennel 


Clinico  - Pathologic  Comment 


happens  and  the  strep  stays  cheerfully,  malevolent- 
ly alive.  But,  if  another  such  strep-contaminated 
flask  of  plasma  be  treated  with  sulfanilamide  to  a 
concentration  of  only  31.3  mgm.%,  and  returned, 
not  to  the  icebox,  but  to  the  37°  incubator,  for 
24  hours,  all  subsequent  cultures  are  sterile,  even 
if  made  in  Brewer’s  medium  to  which  has  been 
added  7 mgm.%  p-amino-benzoic  acid  to  neutra- 
lize the  effect  of  the  sulfa  compound.  (See  Jane- 
way, Chas.  A.,  J.A.M.A.,  116:941-942,  March  8, 
1941.)  This  plasma  shows  no  veil  thrombin  clot 
nor  granular  precipitate  in  the  first  24  hours — 
though  there  is  some  precipitate  after  72  hours. 
If  such  plasma— sterile,  sulfa-containing — be  ad- 
ministered in  250  cc.  amounts  to  a 150  pound 
man,  blood  content  5 L,  the  final  concentration 
in  him  would  be  but  1.56  mgm.%.  Don’t  ask  the 
-Clinical  Laboratory,  however,  what  has  happen- 
ed to  the  albumin-globulin  ratio,  prothrombin, 
strep,  toxin,  and  autolysate  content,  in  the  in- 
terim ! “But  these  are  war  times.” 

However,  contaminated  plasma — with  the 
anaerobic  strep  (shades  of  Semmelweiss ! !) 
treated  with  sulfa  compounds  to  sterility — injected 
intravenously  into  a rabbit  in  doses  comparable 
to  clinical  use,  didn’t  even  make  the  rabbit  bat  an 
eye  or  wiggle  an  ear. 

Pooled  Blood 

The  Clinical  Laboratory  has  learned  that 
whole  blood  may  be  pooled  almost  as  safely  as 
plasma.  The  theory  that  antagonistic  isohemoly- 
sins would  cause  hemolysis  did  not  find  consistent 
verification.  For  hemolysis,  the  presence  of  com- 
plement is  a requisite,  but  sodium  citrate  is  anti- 
complementary, and  was  present  in  most  of  the 
bloods  in  excess.  At  The  Clinic  we  pooled  for  a 
time,  while  the  need  for  rapid  turnover  of  bleed- 
ing receptacles  was  acute,  four  600  cc.  bloods  in 
tall,  narrow  2 L Cutter  bottles.  A little  hemolysis 
resulted  at  first  from  the  direct  fall  of  blood  and 
frothing ; this  was  overcome  by  having  the  fun- 
nel deliver  against  the  bottle  wall.  However,  we 
did  lose  two  such  pools  by  very  marked  hemoly- 
sis, the  cause  of  which  remains  a mystery ; unfor- 
tunately, we  did  not  culture  these  two  batches. 
I am  informed  that  the  Central  Bank  also  lost  two 
such  batches  from  the  same  cause. 

Making  Plasma;  Futher  Considerations 

The  Clinical  Laboratory  has  learned  that  while 
"99.44%”  of  its  time  and  personnel  were  diverted 
to  plasma  production  under  war  time  conditions, 
it  was  still  supposed  to  be  almost  100%  efficient 


in  urinalyses,  blood  cultures,  blood  chemistry, 
syphilis  serology,  histopathology,  and  the  like. 

Personally,  I’d  like  to  know  who  the  hell  ever 
wished  the  Plasma  Bank  off  on  the  Clinical  Labor- 
atory, with  little  or  no  authority,  less  credit,  and 
much  blame ; that  plasma  bank  really  belonged, 
not  in  the  hands  of  an  ophthalmologist,  nor  in  the 
hands  of  a busy  clinical  pathologist,  but  in  the 
hands  of  one  of  the  very,  very  many  Ph.D.'s,  on 
the  fringe  of  Clinical  Medicine,  who  were  speci- 
ally trained  for  this  type  of  work,  and  preferably 
one  with  a little  inventive  genius. 

Administering  Plasma 

The  Clinical  laboratory  has  learned  that  the 
making  of  plasma  is  beset  with  many  difficulties ; 
there  are,  however,  an  almost  equal  number  of 
difficulties  in  its  administration,  and  many  clinic- 
ians unfortunately  seem  to  know  as  little  of  this 
matter  as  the  proverbial  hog  knows  of  hip  poc- 
kets. If  plasma  be  made  from  blood  in  a minimum 
of  time  at  a minimum  temperature,  preserved 
frozen,  and  melted  at  37°,  it  is  usually  clear  and 
may  be  administered  as  is.  Plasma  made  under 
any  other  conditions  must  be  filtered — first,  to 
keep  from  plugging  the  needle,  and  second,  to 
keep  from  plugging  the  recipient’s  pulmonary 
capillaries.  It  is  silly  to  try  to  give  Hawaii’s  plasma 
bank  product  direct  from  the  bottle  without  filtra- 
tion. 

The  Clinical  Laboratory  found,  on  December 
7th,  an  inadequate  number  of  infusion  sets,  plus 
standards,  to  give  the  plasma  needed.  The  censor 
would  probably  not  let  me  be  more  specific.  How- 
ever, within  a very  short  period  of  time,  when 
the  gum  tubing,  observation  tubes  and  19  gauge 
needles — that  came  in  place  of  the  16  gauge  ordered 
for  the  “bleeders” — arrived,  we  improvised  quite 
a large  number  of  infusion  sets.  With  an  electric 
hot  wire  we  cut  the  bottoms  out  of  1 L Cutter 
bottles,  which  could  then  still  be  suspended  by 
their  hoop  and  bail,  the  hoop  also  serving  to 
anchor  a single  covering  layer  of  close-mesh 
gauze.  The  neck  of  the  bottle  received  a per- 
forated rubber  stopper,  holding  on  the  inside  of 
the  bottle  a 100  mesh  monel  screen  thimble,  and 
on  the  outside,  a glass  tube  which  connected 
with  the  rubber  hose  that  ran  to  the  patient 
(preferably  via  a Kaufmann-Luer  syringe).  With 
this  apparatus  it  is  simple  to  begin  a saline  in- 
fusion on  a patient  in  grave  shock,  switch  to  as 
much  filtered  plasma  as  seems  needed,  wind  up 
with  sterile  saline — and  move  on  to  the  next 
casualty  without  further  thought  of  sterilizing  any- 
thing but  the  needle. 
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On  that  memorable  Sunday  morning,  there 
was  an  abundant  supply  of  sterile  saline  in  liter 
lots — God  bless  tbe  man  that  had  the  good  sense 
to  get  that  material  in  advance. 

Plasma  Dosage 

The  Clinical  Laboratory  has  learned  that  when 
a battleship  gets  a direct  hit  and  there  are  many 
burn  casualties,  plasma  is  the  ideal  therapy.  That 
we  knew  before  the  blitz.  Ravelin  said  that  a 
burn  case  should  have  a quantity  of  plasma 
dictated  by  a conjunction  of  the  patient’s  hema- 
tocrit reading  and  his  plasma  protein  level — and 
I said  once  before,  that  if  one  had  a big  plasma 
bank  and  a good  bookkeeper,  one  could  follow 
Ravdin’s  tenets.  Hematocrit  readings,  however, 
sew  up  a centrifuge  that  is  terribly  busy  making 
plasma,  and  plasma  protein  specific  gravity  deter- 
minations are  so  dependent  on  the  slow,  unhurried 
method  in  which  the  pipette  is  withdrawn  from 
the  xylene-brombenzene  tube.  During,  or  just 
after  an  attack,  one  would  be  apt  to  distrust  plasma 
protein  determinations  from  tbe  average  clinico- 
pathological  laboratory.  Be  all  that  as  it  may, 
1 should  like  to  emphasize  one  fact — i.e.,  I have 
not  yet  seen  a report  in  the  medical  literature  of 
death  attributable  to  an  overdose  of  plasma. 

It  is  suggested  that  the  following  might  serve 
as  a clinical  rule  of  thumb  method  for  grossly  and 
rapidly  determining  plasma  or  serum  proteins. 
Plasma  (or  serum,  taken  just  as  for  a Wasser- 
mann)  is  diluted  1 :50  in  saline.  1 cc.  of  this 
dilution  is  placed  in  a 25  cc.  flask  or  tube  and 
4 cc.  of  3%  sulfosalicylic  acid  is  added  rapidly 
and  under  constant  conditions  (as  in  making 
Kahn  antigen.)  The  nephelometric  density  may 
then  be  read  in  a standardized  photocolorimeter, 
or  compared  visually  with  colloidal  mastic  stand- 
ards previously  made  and  calibrated. 


MAKING  TYPHOID  VACCINE 

The  laboratory  found  that  it  could  safely  make 
a comparatively  large  quantity  of  typhoid  vaccine 
if  needed,  in  a rather  short  period  of  time,  by 
adaption  of  the  plasma  culture  method.  Flat- 
sided, one-quart,  prescription  bottles  with  molded 
screw  caps  were  used  for  culture  bottles.  The 
caps  were  bored  with  a 3/16  inch  hole  and  the 
paper  inner  liner  replaced  by  a rubber  washer 
of  inner  tube  rubber.  Enough  agar  was  intro- 
duced to  cover  the  flat  side  when  the  bottle  was 
laid  down.  The  screw  caps  were  closed  tightly, 


the  air  exhausted  with  fine  hypo  needle  and  filter 
pump,  the  caps  covered  with  heavy  paper,  and 
the  media  bottles  autoclaved  in  the  usual  fashion 
and  laid  on  their  sides  when  sterile.  When  hard- 
ened, they  were  incubated  to  insure  sterility,  hut 
moisture  was  conserved  by  the  tight  stopper. 

Seed  was  grown  from  picked  colonies  of  the 
Boxill  strain  of  typhoid  bacillus,  on  agar  slants; 
these  were  carefully  inspected  and  washed  down 
with  sterile  saline.  This  seed  suspension  was 
transferred  to  a leveling  bulb,  to  which  was  at- 
tached rubber  tubing  with  a clamp  and  a glass 
observation  tube  on  which  was  mounted  an  18  or 
20  gauge  needle.  For  planting,  an  assistant  care- 
fully removed  the  paper  cap  from  a culture  bottle, 
the  rubber  inner  liner  was  pierced  by  the  needle, 
and  enough  seed  was  introduced  to  lightly  cover 
the  surface  of  the  agar  when  the  bottle  was  rocked. 
The  culture  bottle  was  then  “breathed”  to  at- 
mospheric pressure  by  the  "air  filter  needle",  the 
paper  cap  replaced,  the  bottle  laid  on  its  side  for 
an  hour  or  two,  then  placed  erect  in  the  incubator 
for  18  to  20  hours. 

Reaping  was  accomplished  by  filling  another 
in  1 : 10,000  concentration,  the  bull)  being  equipped 
leveling  bulb  with  sterile  saline  plus  merthiolate 
with  l>ase  and  needle  as  with  the  planting  equip- 
ment. With  this  apparatus  about  30  to  50  cc. 
of  saline  could  be  introduced  through  the  rubber 
inner  liner  before  positive  pressure  stopped  the 
flow.  The  paper  cap  was  then  replaced.  ( Per- 
manent paper  caps  were  made  by  fitting  the  paper 
snugly  in  place  with  a rubber  band,  binding  with 
scotch  tape,  and  trimming  off  excess  paper ) . 

The  bottles  were  then  rather  vigorously  agi- 
tated until  all  the  culture  was  washed  down ; this 
was  greatly  simplified  by  the  abundant  moisture 
present  during  incubation. 

The  first  reaping  took  place  into  storage  bottles 
similarly  prepared  with  perforated  molded  cap, 
rubber  inner  liner  and  paper  cover,  autoclaved 
empty.  The  reaping  hose  was  equipped  with  a 
needle  at  each  end  and  an  adaption  of  the  Baxter 
filter  drip  with  100  mesh  wire  cloth  in  the  liner. 

The  culture  bottle  with  washed  down  culture 
was  suspended  upside  down  in  a ring  stand,  the 
paper  cap  removed,  and  one  needle  plunged 
through  the  rubber  liner.  The  other  needle  was 
similarly  inserted  in  the  collection  bottle.  Vacuum 
was  created  in  the  collection  bottle  bv  inserting 
an  air  filter  needle  attached  to  the  vacuum  line; 
thus  the  verv  concentrated  vaccine  was  collected 
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in  the  storage  bottle.  This  bottle  was  then  wholly 
immersed  in  the  56°  C bath  for  60  minutes.  There- 
after material  for  sterility  control  and  toxicity 
and  dilution  standardization  was  removed  with 
sterile  syringe  and  needle,  after  iodinizing  the 
stopper. 

The  strength  of  the  vaccine  was  standardized 
nephelometrically  in  a Klett-Sumerson  colorimeter 
with  a blue  filter.  Army  vaccine  was  used  as  a 
standard,  and  the  sample  of  vaccine  was  diluted 
until  it  gave  a similar  reading  after  calculation, 
the  concentrate  being  diluted  with  1 :10,000  mer- 
thiolate  in  saline. 

The  Boxill  strain  is  highly  antigenic ; rabbits 
used  for  toxicity  control,  which  were  subsequently 
given  larger  intravenous  doses,  yielded  a very 
high  titer  diagnostic  serum. 


WAR  GASES 

Our  laboratory  lias  learned  that  it  was  woe- 
fully deficient  in  its  knowledge  of  war  gases  and 
methods  of  their  determination.  Lewisite  contains 
organic  arsenic  and  it  was  our  hope  that  the  old 
Abelin  reaction — a very  simple  one  which  will 
detect  neoarsphenamine  in  a concentration  of  only 
0.000185  Gm.  per  10  cc.  or  mapharsen  in  a con- 
centration of  0.00005  Gm.  per  10  cc. — might  be 
useful  in  detecting  this  gas  in  materials  or  body 
fluids;  it  is  still,  however,  only  a hope. 

It  is  our  understanding  that  lewisite  contains 
arsenic  in  organic  form  but  liberates  it  in  the 
form  of  arsine  - AsH3.  A simple  test,  such  as 
the  old  Gutzeit  test,  might  suffice  for  qualitative 
purposes.  A drop  of  50%  silver  nitrate  is  placed 
on  a piece  of  filter  paper  and  the  moist  spot  held 
over  a test  tube  containing  some  zinc,  dilute 
sulphuric  acid  and  the  substance  to  be  tested 
for  arsenic.  A plug  of  cotton  is  inserted  near 
the  to])  to  protect  the  paper  from  being  spattered 
by  the  effervescing  solution.  If  arsenic  is  present, 
the  spot  becomes  yellow  and  turns  black  when 
moistened  with  water  (Holleman  and  Cooper.) 

The  Clinical  Laboratory  has  learned  that  the 
internist  needs  only  a stethoscope  and  his  brain, 
the  surgeon  only  a few  tools  and  his  judgment, 
but  the  laboratory  needs  thousands  of  bits  of 
material — and  material  is  hard  to  get  in  war  times. 


But  the  laboratory  was  happy  to  learn  that  it 
still  was  needed,  in  war  as  much  as  in  peace. 

E.  A.  Fennel,  m.  i>. 


ORGANIZATION  OF  THE  HAWAII 
SOCIETY  OF  CLINICAL  PATHOLOGISTS 

On  Nov.  13,  1941,  a meeting  was  held  at  the 
Mabel  L.  Smyth  Memorial  Building  for  the  pur- 
pose of  organizing  a Society  devoted  to  the 
promotion  of  the  science  and  art  of  clinical  path- 
ology. Some  18  potentially  interested  physicians 
were  invited  to  attend,  of  whom  10  were  able  to 
be  present.  It  was  unanimously  agreed  that  the 
organization  of  such  a society  was  desirable  and 
a tentative  constitution  and  by-laws  were  adopted. 
Dr.  Carl  F.  Tessmer  was  elected  president  and 
Dr.  I.  L.  Tilden  secretary-treasurer. 

The  constitution  provides  that  the  membership 
of  the  Hawaii  Society  of  Clinical  Pathologists 
shall  consist  of  two  classes  of  individuals:  active 
members,  who  are  duly  qualified  medical  graduates 
either  limiting  their  work  to  the  practise  of  clinical 
pathology  or  maintaining  an  active  interest  in  this 
field,  and  associate  members,  who  are  not  medical 
graduates  but  who  devote  their  time  to  some 
branch  of  laboratory  medicine.  Activities  en- 
visioned for  the  Society  include  a regular  meet- 
ing once  a month  at  which  prepared  papers  by 
the  members  will  be  presented,  and  smaller  semi- 
nar meetings  which  will  be  devoted  to  the  study 
of  interesting  and  unusual  neoplasms. 

The  first  regular  meeting  was  held  on  Nov.  27, 
1941,  with  an  attendance  of  approximately  75. 
Dr.  F.  A.  Fennel,  in  an  informal  talk,  sketched 
the  development  of  pathology  in  Hawaii  during 
his  twenty  years’  residence  in  the  Territory.  He 
described  conditions  as  they  were  when  he  first 
came  to  Honolulu — almost  no,  or  at  best  very 
crude,  laboratory  facilities — a far  cry  from  our 
present  modern  and  well  equipped  laboratories. 
The  program  was  closed  by  a joint  paper  entitled 
"A  Consideration  of  Common  Diarrheal  Diseases 
of  Bacterial  Origin,"  presented  by  Dr.  I.  Kawa- 
saki, Dr.  A.  S.  Benenson  and  Dr.  P.  P.  Green  of 
the  Department  Laboratory  at  Tripler  Hospital. 
The  enthusiasm  of  those  attending  the  first  meet- 
ing speaks  well  for  a long  and  active  existence 
of  the  new  Society. 

I.  L.  Tilden,  m.d. 


199 


6 to  8 HOURS 
| RESTFUL 
SLEEP 


A safe,  effective  sedative  usu- 
ally inducing  6 to  8 hours  sleep  closely  resem- 
bling the  normal  from  which  the  patient  awakens 
generally  calm  and  refreshed.  Over  15  years  of 
use  has  shown  it  to  be  markedly  free  from  un- 
toward effects  in  the  usual  therapeutic  dosage. 

HOW  SUPPLIED 

IPRAL  CALCIUM  (calcium  ethylisopropylbar- 
biturate).  2-grain  tablets  and  powder  form  for  use 
as  a sedative  and  hypnotic,  %-grain  tablets  for  mild 
sedative  effect  throughout  the  day. 

IPRAL  SODIUM  (sodium  ethylisopropylbar- 
biturate).  4-grain  tablets  for  pre-anesthetic  medi- 
cation. 

For  literature  address  the  Professional  Service  Department, 

E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York,  N.  Y. 


E • R • SQUIBB  & SONS,  NEW  YORK 


MEDICAL  PREPAREDNESS 


Dr.  Moorhead,  in  carrying  out  a commission  from  the  Office  of  Civilian  Defense  in  Washington, 
acquainted  himself  with  the  activities  of  the  Preparedness  Committee  and  toured  some  of  the  aid 
stations  immediately  upon  his  arrival.  His  comments  on  this  work  were: 

“I  had  the  opportunity  of  going  over  some  of  the  arrangements  your  society  has  made  in  re- 
spect to  civilian  casualty  possibilities,  at  the  request  of  the  Office  of  Civilian  Defense  on  the 
mainland,  and  when  I go  back  and  make  my  report  I am  going  to  say  that  your  preparation 
here  is  much  farther  advanced  than  anything  I know  of  on  the  mainland.” 


WELA  KA  HAO! 

RCA  Radiogram  Received : 

December  9,  1941,  1 :20  PM 
WASHINGTON  DC  US  GOVT  9 232P 
HAWAII  TERRITORIAL  MEDICAL  ASSO- 
CIATION 

OFFICE  OF  CIVILIAN  DEFENSE  RE- 
QUESTS YOU  URGE  ALL  HOSPITALS  TO 
ESTABLISH  IMMEDIATELY  EMERGEN- 
CY MEDICAL  FIELD  UNITS  IN  ACCORD- 
ANCE WITH  PLANS  OUTLINED  IN  MEDI- 
CAL DIVISION  BULLETINS  NUMBER 
ONE  AND  TWO  AND  DRILL  WEEKLY. 
WHERE  NECESSARY  RESERVE  FIELD 
UNITS  SHOULD  ALSO  BE  ORGANIZED 
WITH  MEDICAL  NURSING  AND  TRAIN- 
ED VOLUNTEER  PERSONNEL  DERIVED 
FROM  THE  COMMUNITY  URGE  IMME- 
DIATE ACTION. 

GEORGE  BAEHR  MD  CHIEF 
MEDICAL  OFFICER 

Our  reply,  we  hope,  was  adequate : 

“Your  wire  of  December  9 was  duly  received 
on  the  same  day. 

‘‘For  your  information  please  be  advised  that 
our  first  emergency  field  unit  was  demonstrated 
with  full  equipment,  ambulance,  and  personnel  on 
Army  Day,  April  4,  and  that  since  that  time  18 
such  units  with  a complement  of  120  personnel 
each,  have  been  trained  and  set  up  throughout  the 
City  of  Honolulu. 

*11’ c/a  ha  hao : “Strike  while  the  iron  is  hot”;  literally,  “hot  the 
iron.” 


“This  was  all  done  at  the  initiative  of  the 
Honolulu  County  Medical  Society  under  the 
guidance  and  direction  of  Dr.  Robert  B.  Fans, 
who  has  since  been  made  a major  in  the  Army. 
Since  April  a committee  of  medical  men  voted 
in  by  the  Medical  Society,  with  Dr.  Harry  L. 
Arnold,  Sr.,  as  chairman,  has  been  devoting  itself 
to  the  furtherance  of  these  units  and  to  the  pro- 
curement of  ambulances,  equipment,  etc. 

“On  the  morning  of  December  7 these  18  units 
went  into  action  within  an  hour,  and  the  Pre- 
paredness Committee  had  100  trucks  rolling  within 
an  hour,  some  immediately,  to  go  to  the  scene  of 
combat  at  Hickam  and  Pearl  Harbor  for  the 
transportation  of  casualties  to  the  Army  Hospital. 

“Only  two  of  our  medical  aid  units  had  actual 
casualties,  the  details  of  which  we  would  be  glad 
to  send  you  if  you  are  interested,  but  all  were 
in  readiness  to  give  full  service. 

“In  addition  to  the  above,  some  twenty  civilian 
surgeons  and  doctors  reported  immediately  at 
the  Army  Hospital  upon  their  call  for  assistance 
at  9 a.m.  Sunday,  December  7,  and  most  of  them 
worked  throughout  the  day,  the  last  one  reporting 
in  at  midnight.  Other  physicians  were  standing 
by  to  be  sent  whenever  a call  for  need  came  in. 
This  teamwork  on  the  part  of  the  physicians  and 
surgeons  was  in  part  due  to  the  organization  in 
advance  of  surgical  teams  and  hospital  assignment 
of  doctors  as  part  of  the  preparedness  program, 
under  Dr.  Arnold. 

“Enclosed  are  some  tear  sheets  from  our 
medical  journal  which  will  give  you  some  details 
regarding  our  preparedness  program.” 
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The  scoffers  and  the  sceptics  have  had  their 
comeuppance — "It  couldn’t  happen  here” — but  it 
did.  The  wisdom  of  our  military  advisers  in  urg- 
ing us  to  make  the  preparations  we  did,  the  ade- 
quacy and  efficiency  of  the  Plans  and  Training 
program  of  Dr.  R.  B.  Faus.  and  the  patient  tire- 
less work  of  the  aid  station  doctors  and  unit  mem- 
bers over  the  long,  hot  months  have  been  thor- 
oughly vindicated.  The  financial  and  material 
aid  given  by  the  Chamber  of  Commerce,  the 
American  Red  Cross  and,  belatedly,  by  the  City 
and  County,  have  turned  out  to  have  been  wise 
investments. 

Within  twenty  minutes  after  the  attack  began, 
headquarters  staff  began  the  previously  arranged 
program  of  telephone  calls  to  alert  the  units  and 
the  emergency  ambulance  fleets.  ( It  must  be  ad- 
mitted that  it  would  not  have  functioned  so  well 
on  a week-day,  however.)  Within  the  first  hour 
calls  for  100  ambulances  to  Hickam  Field  were 
met  promptly,  and  aid  stations  were  receiving- 
casualties  and  transferring  them  to  hospitals. 
None  of  our  rehearsals  had  run  so  smoothly  or 
swiftly  as  did  the  real  thing  when  it  came. 

One  of  the  units,  located  at  Lunalilo  School, 
was  actually  hit  by  a Japanese  bomb  and  the 
building  set  on  fire,  and  the  unit  had  to  he  imme- 
diately evacuated  to  another  portion  of  the  build- 
ing where  it  continued  to  function  and  care  for 
the  casualties  caused  by  the  bomb. 

By  a remarkable  coincidence,  one  of  the  series 
of  lectures  on  traumatic  surgery  being  given  by 


Dr.  John  J.  Moorhead  (by  arrangement  of  the 
inspired  committee  on  postgraduate  study  of  the 
Honolulu  County  Medical  Society)  was  set  for 
9:00  A.M.  on  Sunday  December  7th  and  was 
just  under  way  when  the  call  came  for  the  as- 
signed surgical  teams  to  report  to  Tripler  General 
Hospital  at  Fort  Shat'ter.  The  messenger  entered 
the  auditorium  just  as  Dr.  Moorhead  had  quoted 
"Therefore  he  ye  also  ready,  for  in  such  an  hour 
as  ye  think  not  the  Son  of  Man  cometh”  (Matt. 
24-44).  Well,  we  were  ready  and  in  less  than  15 
minutes  the  men,  twenty  civilian  surgeons  and 
physicians.  Dr.  Moorhead  with  them,  arrived  at 
Tripler  to  stay  there  all  day,  many  of  them  till 
nearly  midnight. 

The  very  fact  that  Dr.  Moorhead  was  here  to 
organize  the  surgical  work  sheds  definite  credit 
upon  our  medical  society.  Our  Post  Graduate 
Committee  had  had  the  foresight  to  arrange,  for 
its  annual  lecture  course,  a series  of  lectures  on 
traumatic  surgery  and  they  selected  for  this  the 
best  man  they  could  have  had,  I am  sure,  to  give 
them.  No  rounder  peg  ever  was  fitted  into  a 
round  hole. 

A central  dispatch  station  was  set  up  to  locate 
and  dispatch  doctors  throughout  the  day  and 
night  in  response  to  calls  from  the  military  or 
the  public  for  medical  aid. 

The  American  Red  Cross  during  the  acute 
emergency  fed  units  and  ambulance  fleets,  which 
were  on  duty  24  hours  a day,  and  furnished  bed- 
ding for  personnel  who  had  to  sleep  near  their 
jobs.  This  additional  assistance  rendered  us  has 
been  of  the  highest  usefulness.  Too  much  praise 
cannot  he  given  them. 

In  addition  to  supplies  furnished  to  the  units 
by  the  Army  and  the  American  Red  Cross,  the 
supply  division  of  the  Office  of  Civilian  Defense 
under  Dr.  Thomas  Mossman,  City  and  County 
physician,  functioned  as  a supply  depot  sending 
requisite  medical  and  hospital  supplies  to  units 
and  hospitals. 

The  plasma  bank,  suggested  in  December  1940 
by  Dr.  Eric  Fennel  and  organized  and  establish- 
ed last  fall  by  Drs.  Pinkerton  and  Devereux  un- 
der the  Chamber  of  Commerce,  had  a good  supply 
of  plasma : but,  of  course,  nothing  adequate  to 
meet  such  a demand.  The  stock  on  hand  was  at 
once  distributed  to  naval,  military  and  civilian 
hospitals  and  steps  were  taken  immediately  to 
expand  the  bank  rapidly  and  enormously.  Where- 


MEMO  TO:  Dr.  H.  L.  Arnold,  Office  of 
Civilian  Defense. 

FROM  : Headquarters  Hawaiian  Department— 
January  19,  1942. 

Request  that  the  following  statement,  which  has 
the  approval  of  the  Department  Commander,  he 
published  in  the  Honolulu  County  Medical 
Journal : 

“The  Commanding  General,  Hawaiian  Depart- 
ment. wishes  to  take  this  opportunity  to  thank 
the  physicians  and  their  assistants  for  the 
splendid  aid  and  cooperation  rendered  on 
December  7 and  the  period  following  in  the 
care  of  the  wounded.  All  did  a superior  job.” 
For  the  Department  Surgeon. 

(Signed)  Sidney  Posner 

Captain,  Medical  Corps, 
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as  publicity  and  appeals  bad  brought  only  a limit- 
ed number  of  donors  during  the  two  months  of 
the  blood  bank’s  operation,  by  noon  of  that  fate- 
ful Sunday  donors  were  thronging  the  hospitals 
and  bleeding  stations  and  continued  to  come  for 
days.  Doctors,  volunteering  their  services,  pa- 
tiently did  vein  punctures  hour  after  hour  in 
three  shifts  for  two  weeks  while  laboratory  tech- 
nicians spent  equally  strenuous  days  and  nights 
coverting  the  blood  into  plasma.  The  Medical 
Corps  of  the  army  arranged  for  absolutely  essen- 
tial equipment  or  supplies  to  be  brought  in  by 
plane  when  the  local  supply  was  exhausted.  A 
supply  of  dried  plasma  is  now  being  imported 
from  the  mainland  to  serve  as  a stable  reserve  in 
case  of  a sudden,  urgent  need  for  a larger  quan- 
tity than  could  be  supplied  by  the  bank.  The  de- 
mand for  plasma  was  quickly  caught  up  with  and 


Office  of  the  Commandant 

FOURTEENTH  NAVAL  DISTRICT 
and 

Navy  Yard,  Pearl  Harbor.  Hawaii.  U.S.A. 

January  2,  1941 

Dr.  Harry  L.  Arnold 
Office  of  Civilian  Defense 
Honolulu.  Hawaii 

My  dear  Doctor  Arnold: 

The  district  Medical  Officer  and  the  Com- 
manding Officer,  U.S.  Naval  Hospital,  Pearl 
Harbor,  inform  me  that  the  Honolulu  blood 
and  plasma  bank  collected,  processed  and  sup- 
plied approximately  500  flasks  of  blood  plasma 
to  the  Naval  Hospital  during  and  subsequent 
to  the  emergency  of  December  7.  1941.  As  the 
emergency  developed  the  immediate  availabili- 
ty of  the  plasma  prevented  much  suffering  and 
loss  of  life  among  naval  personnel  casualties. 

The  commandant  wishes  to  convey  to  you 
his  appreciation  for  this  fine  deed  and  for  the 
excellent  spirit  of  cooperation  shown  by  all 
members  of  the  blood  bank  in  making  available 
for  naval  needs,  plasma  which  previously  was 
designated  for  civilian  defense  requirements. 

Please  convey  my  thanks  to  Dr.  F.  J.  Pin- 
kerton and  Dr.  John  Devereux  for  their  splen- 
did work  in  establishing  and  directing  the  work 
of  this  activity.  I should  like  to  have  my  thanks 
conveyed  to  all  the  people  of  Honolulu  who  so 
generously  responded  to  the  call  for  donors 
and  thus  made  this  work  possible. 

Very  truly  yours, 

(Signed)  C.  C.  Bloch 
Commandant,  14th  Naval  District 
Rear  Admiral  U.S.  Navy 


passed,  and  at  present  it  is  being  made  at  “cruising 
speed"  and  is  being  stored  against  possible  fur- 
ther needs.  From  the  Commandant  of  the  14th 
Xaval  District  came  words  of  appreciation  for 
the  service  thus  rendered  to  our  men  of  the  fleet. 

There  is  an  old  saying  that  the  practice  of 
psychiatry  is  largely  the  acquisition  of  a vocabu- 
lary. Well,  the  people  who  regard  psychiatrists 
as  impractical  theorists  should  have  seen  what 
happened  at  the  Territorial  Hospital  for  the  In- 
sane the  day  of  the  attack.  This  group  of  men, 
all  specialists  in  the  treatment  of  mental  diseases, 
were  faced  with  the  sudden  necessity  of  perform- 
ing tremendous  amounts  of  every  major  surgery, 
and  they  responded  to  it  nobly.  They  did  not  per- 
mit, perhaps  neither  would  the  censor  permit, 
the  publication  of  details  of  what  was  done  over 
there ; but  it  is  safe  to  say  that  it  was  something 
for  every  psychiatrist  and  medical  man  in  the 
country  to  be  proud  of.  Someday,  perhaps,  the 
whole  story  may  be  told ; but  in  the  meantime  Dr. 
Stevens  and  his  staff  deserve  the  hearty  praise 
which  they  will  some  day  receive. 

On  December  17th  Dr.  Perrin  Long  of  Johns 
Hopkins  Medical  School  and  Dr.  I.  S.  Ravdin  of 
the  University  of  Pennsylvania  arrived  bv  plane 
to  survey  the  medical  and  surgical  situation  re- 
sulting from  the  attack.  They  spent  many  hectic 
days  and  nights  interviewing  the  doctors,  nurses 
and  officials  concerned  and  departed  with  their 
data.  They  were  definitely  profuse  in  their  ex- 
pression of  praise  for  the  work  which  the  civil 
medical  and  nursing  profession  have  rendered  in 
the  emergency. 

Since  the  first  tense  days  a considerable 
amount  of  shaking  down  and  reorganization  has 
taken  place,  naturally.  Each  aid  station  now  has 
a skeleton  stand-by  crew  of  16  paid  attendants 
with  volunteer  members  up  to  a total  of  75  in 
reserve,  ready  to  step  in  should  the  need  arise. 
Our  demonstration  unit  has  been  made  a mobile 
unit,  their  supplies  packed  up  ready  to  go  where- 
ever  it  might  be  needed.  The  personnel,  mean- 
while. will  be  used  as  reliefs  for  other  units. 

The  surgical  teams  have  been  re-arranged  by 
Drs.  Strode  and  Judd  and  reassigned,  and  a 
complete  staff  set  up  for  each  hospital  with  a chief 
of  staff  in  charge.  Teams  for  the  treatment  of 
severe  burns  are  also  assigned,  organized  and 
equipped  for  their  work  under  the  direction  of 
Dr.  Halford.  (See  Honolulu  Advertiser  for  de- 
tails.) 
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Dr.  Stewart  E.  Doolittle  has  been  designated 
as  in  charge  of  instruction  of  doctors,  nurses  and 
others  connected  with  the  hospitals  in  the  man- 
ner of  decontaminating  and  treating  gas  casualties. 
Each  hospital  will  have  a doctor  assigned  to  this 
duty  and  under  him  will  be  teams  of  men  who 
have  been  trained  and  equipped  in  the  manner 
prescribed  by  the  Chemical  Warfare  Service  of 
the  Army  for  the  treatment  of  these  casualties.  In 
addition,  a director  of  each  aid  station  is  receiv- 
ing such  training  and  he  will  he  given  a crew  of 
highly  trained  men  adequately  equipped  for  this 
work.  The  Chemical  Warfare  Service  of  the 
Army  has  designated  the  aid  stations  of  this  or- 
ganization within  the  city  to  be  used  as  distribu- 
tion centers  for  gas  masks;  their  distribution  be- 
gan Jan.  21,  and  over  24,000  masks  were  delivered 
within  the  first  12  hours.  As  this  is  written  146,- 
000  more  masks  are  still  in  the  possession  of 
these  stations  ready  to  he  issued  as  soon  as  the 
word  is  received.  On  December  18,  in  Mabel 
Smyth  Memorial  Auditorium,  Colonel  Unmacht 
of  the  Chemical  Warfare  Service,  and  Lieutenant 
Colonel  Green  of  the  Medical  Corps  of  the  army 
gave  very  instructive  lectures  on  the  management 
of  gas  casualties  from  both  the  lay  and  the 
medical  points  of  view,  following  which  the  doc- 
tors and  nurses  who  had  not  yet  had  gas  mask 
trailing  were  given  a short  training  period  on 
the  lawn  mauka  1 of  the  building.  A pamphlet  on 
the  medical  management  of  gas  casualties  was 
prepared  by  Colonel  Green  ; this  has  already  been 
distributed  to  all  the  doctors  of  the  island  and 
will  shortly  he  distributed  much  more  widely  as 
soon  as  additional  copies  are  available.  Dr. 
Payne,  chairman  of  the  local  chapter  of  the  Ameri- 
can Chemical  Society,  has  appointed  Dr.  Hance, 
chemist  of  the  Hawaiian  Sugar  Planters  Asso- 
ciation, as  chairman  of  the  committee  to  train 
personnel  in  decontamination  methods. 

H.  L.  Arnold,  m.d. 

Director,  Emergency  Medical 

and  Ambulance  Service, 

Office  of  Civilian  Defense 

‘Mauka:  Hawaiian  for  “toward  the  mountains”;  in 

Honolulu,  approximately  northeast. 


HONOLULU  BLOOD  AND  PLASMA  BANK 

To  Honolulu,  a small  American  city,  goes  the 
distinction  of  operating  the  first  plasma  bank  in 
this  country  under  actual  conditions  of  war. 


The  idea  of  storing  blood  plasma  is  not  asso- 
ciated exclusively  with  warfare.  In  1938  Dr.  Nils 
P.  Larsen,  Medical  Director  of  The  Queen’s 
Hospital,  used  placental  blood  as  storage  for 
transfusions.  However,  the  amount  of  blood  from 
this  source  appeared  to  be  too  small  to  justify  the 
effort.  In  1939  Dr.  Robert  B.  Fans,  in  his  capacity 
as  City  and  County  physician,  enrolled  a large 
number  of  prisoners  as  blood  donors  for  ill  or 
injured  firemen,  policemen  and  other  city  and 
county  employees.  The  blood  of  each  volunteer 
was  typed  and  tested  serologically,  the  donors 
receiving  the  nominal  sum  of  $10.00  for  each 
transfusion.  Dr.  Fans'  plan  called  for  both  blood 
transfusions  and  preparation  and  storage  of  plas- 
ma. An  appeal  to  the  City  and  County  of  Hono- 
lulu and  later  to  the  Public  Health  Committee  of 
the  Chamber  of  Commerce  of  Honolulu  for  funds 
to  purchase  equipment  and  a refrigerator  failed, 
thus  preventing  the  accomplishment  of  the  latter 
aim,  but  the  first  phase  of  the  program  has  been 
in  continuous  operation  for  over  two  years. 

As  war  spread  throughout  Asia.  Africa  and 
Europe,  the  possible  involvement  of  the  United 
States  became  more  and  more  a problem  with 
which  to  reckon.  Medical  men  everywhere,  recog- 
nizing the  new  status  of  civilians  in  war  time, 
urged  the  value  of  blood  and  blood  plasma  as  an 
essential  medicine  for  injuries  involving  severe 
shock  or  burns  as  well  as  loss  of  blood. 

In  Honolulu,  Colonel  Edgar  A.  King.  Chief 
Surgeon.  Hawaiian  Department.  United  States 
Army,  was  urging  upon  community  leaders  and  the 
medical  profession  the  desirability  of  procuring 
and  holding  a supply  of  blood  plasma  for  pro- 
tection of  civilians  in  the  islands.  To  undertake 
such  a project,  leadership  and  funds  were  neces- 
sary. In  December  1940,  Dr.  Eric  A.  Fennel 
had  suggested  to  the  Chairman  of  the  Public 
Health  Committee  of  the  Chamber  of  Commerce 
that  a blood  and  plasma  bank  be  established  and 
was  asked  to  set  forth  his  suggestions  in  letter 
form.  This  was  done  on  December  26,  1940. 

When  this  communication  was  read  to  the 
Public  Health  Committee,  Dr.  John  W.  Devereux, 
representing  the  Public  Health  Committee  of  the 
Junior  Chamber  of  Commerce,  expressed  the 
interest  of  his  organization  in  such  a project  and 
it  was  referred  to  the  Junior  Chamber  of  Com- 
merce for  consideration  and  preparation  of  plans. 

In  February  1941,  an  outline  of  the  proposed 
blood  and  plasma  bank  was  presented  for  final 
consideration  to  the  Senior  Chamber  and  a corn- 
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mittee  was  appointed  to  supervise  the  inaugura- 
tion and  operation  of  the  work.  This  committee 
included  Dr.  Forrest  J.  Pinkerton,  chairman;  Dr. 
John  W.  Devereux,  Dr.  Eric  A.  Fennel,  Lieut. 
Colonel  Philip  P.  Green  (representing  Colonel 
King),  Dr.  M.  F.  Haralson,  Territorial  Commis- 
sioner of  Health;  Dr.  Nils  P.  Larsen,  Medical 
Director.  The  Queen's  Hospital ; and  Dr.  Thomas 
Mossman,  City  and  County  Physician.  Dr.  Louis 
Hirsch,  in  charge  of  the  laboratory  at  The  Queen's 
Hospital,  was  later  appointed  to  represent  Dr. 
Larsen. 

Principal  provisions  of  the  plan  were : 

( 1 ) A central  bank  to  be  established  at  the  City 
and  County  Emergency  Hospital  to  draw 
blood  and  prepare  plasma. 

(2)  The  Hawaii  Chapter,  American  Red  Cross, 
to  be  in  charge  of  publicizing  the  project  and 
securing  donors. 

(3)  The  plasma  supply  and  its  production  to  be 
under  the  direction  and  control  of  the  Public 
Health  Committee  of  the  Chamber  of  Com- 
merce of  Honolulu. 

(4)  Xo  blood  or  plasma  to  be  offered  for  sale. 

(5)  The  central  supply  to  consist  of  100  flasks 
of  plasma,  250  cc  each. 

(6)  Certain  equipment  to  be  purchased  for  hos- 
pitals on  Oahu  desiring  to  prepare  plasma  in 
addition  to  that  of  the  central  bank. 

A budget  of  $2,000.  later  increased  to  $3,000. 
was  appropriated  to  convert  space  at  the  City  and 
County  Emergency  Hospital  into  a laboratory,  to 
purchase  equipment  and  to  pay  salaries.  Dr. 
Devereux  was  employed  as  manager  of  the  bank 
with  Mrs.  \Y.  B.  Herter  supervising  the  labora- 
tory. Eight  hospitals  agreed  to  participate  in  the 
program : Kauikeolani  Children's  Hospital,  Japan- 
ese Hospital.  Kapiolani  Maternity  and  Gyneco- 
logical  Hospital,  The  Queen’s  I lospital,  St.  Francis 
Hospital  and  Leahi  Home. — all  of  Honolulu — and 
Ewa  Plantation  Hospital.  Ewa,  Oahu  ; and  Terri- 
torial Hospital  at  Kaneohe,  Oahu. 

After  four  months  of  preparation  and  securing 
equipment  from  the  mainland,  the  first  blood  was 
drawn  on  June  2.  1941.  Response  from  the  com- 
munity was  slow : when  the  bank  opened  only 
30  donors  volunteered,  and  these  were  chiefly 
members  of  the  Junior  Chamber  of  Commerce. 

Thru  newspaper  and  radio  publicity,  window 
displays  and  personal  solicitation,  a schedule  of 
bleeding  9 to  12  donors  a week  was  maintained. 
At  the  end  of  three  months,  when  the  appropria- 
tion and  volunteer  donors  were  exhausted,  96 


men  and  women  had  given  blood  and  77  flasks  of 
plasma  were  on  hand. 

At  this  time  an  additional  appropriation  of 
$1,000  from  the  Public  Health  Fund  of  the 
Chamber  of  Commerce  was  made  and  a plan 
approved  for  doubling  the  goal  to  200  flasks  and 
speeding  operations  to  care  for  about  30  donors 
a week.  Under  the  new  schedule,  within  five 
weeks  153  donors  had  given  blood  and  the  goal 
of  securing  enough  blood  for  200  flasks  had 
been  passed.  Group  solicitation  was  responsible 
for  the  increased  number  of  donors. 

It  may  be  of  interest  to  note  that  the  cost  of 
the  last  138  flasks  came  to  $7.25  per  250  cc  as 
compared  to  the  cost  of  $19.50  to  $27.50  per 
250  cc  flask  for  commercial  plasma. 

On  November  13,  1941  the  blood  bank  closed 
its  doors,  but  several  more  weeks  were  required 
to  draw  and  culture  plasma,  take  inventory  of 
equipment  and  plan  for  its  disposition.  On  De- 
cember 1,  1941,  203  flasks  of  plasma  were  placed 
in  the  cold  storage  warehouse  at  the  Hawaiian 
Electric  Company,  and  plans  made  to  turn  the 
central  laboratory  over  to  the  City  and  County 
Emergency  Hospital  for  an  indefinite  period. 
And  so  one  more  project  was  concluded,  one 
more  accomplishment  was  credited  to  the  Honolulu 
merchants  who  contribute  to  the  Public  Health 
Fund — and,  as  fate  would  have  it,  none  too  soon. 

One  week  later  came  that  never-to-be-forgotten 
Sunday,  December  7th.  when  our  army  and  navy 
bases  were  attacked  and  an  urgent  appeal  went 
out  for  plasma.  80  flasks  of  plasma  were  imme- 
diately distributed  to  The  Queen's  Hospital  for 
civilian  use:  Tripler  General  Hospital  received 
75,  and  45  were  immediately  dispatched  to  the 
Pearl  Harbor  Naval  Hospital.  Within  six  hours 
the  total  supply,  the  product  of  months  of  effort, 
was  exhausted. 

The  doctors  who  attended  the  wounded  that 
day  tell  of  men  who  were  carried  in  very  evidently 
marked  for  death  and  they  also  tell  how  many  of 
these  men  still  live  because  of  the  life-giving 
plasma  poured  back  into  their  veins — it  worked 
miracles ! “Thank  God,”  they  say,  “for  the  plas- 
ma !” 

This  is  the  story  of  some  200  flasks  of  plasma, 
stored  against  an  emergency  that  all  Honolulu 
hoped  never  would  come. 

But  there  is  an  even  more  dramatic  sequel 
to  this  story — the  sequel  beginning  December  7, 
1941 — and  it  is  the  story  of  the  response  of  all 
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Honolulu,  shocked  by  its  first  realization  of  what 
war  means. 

A call  for  donors  was  broadcast  over  local 
radio  stations  and  the  response  was  overwhelming. 
From  a previous  maximum  of  8 donors  a day, 
4 days  a week,  volunteers  were  now  being  bled 
at  the  rate  of  50  an  hour,  10  hours  a day,  7 days 
a week.  This  continued  over  a period  of  2 weeks. 
Every  available  doctor  and  nurse  was  enlisted 
to  assist.  20  or  30  doctors  gave  freely  and 
voluntarily  from  3 to  5 hours  daily  to  the  bleeding 
of  these  donors,  many  of  them  coming  direct  from 
their  aid  stations  where  they  had  been  on  duty 
all  night.  Every  doctor  who  did  not  have  any 
other  definite  assignment  was  enlisted  to  help, 
and  on  one  shift  the  same  10  doctors  reported 
day  after  day.  By  1 1 o’clock  on  December  7th 
the  blood  hank  had  taken  over  most  of  the  operat- 
ing room  and  all  of  the  laboratory  at  The  Queen's 
H ospital. 

Men  and  women  waited  in  line  for  hours. 
Soldiers  stood  their  guns  with  fixed  bayonets  in 
the  surgery  hallway  and  rolled  up  their  sleeves 
and  helped;  sailors  gave  their  few  precious  hours 
of  liberty  to  wait  their  turn.  Mothers  asked 
strangers  to  hold  their  small  children  and  took 
their  turns  on  the  surgery  tables.  Civilian  defense 
workers  from  Pearl  Harbor,  and  workers  from 
Red  Hill,  red  eyed  from  long  hours  of  welding, 
stopped  by  to  donate  before  snatching  a few  hours 
rest.  The  whole  crew  and  passengers  from  a 
Dutch  ship  came  in  a body  to  help  their  American 
allies,  then  hastened  back  to  their  boat  to  journey 
across  a perilous  sea. 

A crew  of  husky  iron  workers  in  their  oily 
work  clothes  came  en  masse ; whole  crews  from 
dry  docks  and  inter-island  steamships;  the  dock 
workers  and  society  folks  waiting  in  line  side  by 
side  to  do  tbeir  part.  Sugar  and  pineapple  plant- 
ation employees  came  direct  from  their  work  in 
the  fields. 

“I’m  22  years  old”  was  the  obvious  lie  from  a 
girl  who  looked  14.  “Two  more”  called  a nurse, 
and  a boy  and  girl,  both  blind,  stepped  forward. 
Even  expectant  mothers  were  waiting  and  deject- 
edly stepped  out  of  line  when  the  doctors  an- 
nounced their  blood  could  not  he  taken. 

The  question  most  commonly  asked  was  “How 
soon  can  I come  again?” 

All  week  more  donors  poured  in  than  could 
be  handled  each  day.  With  12  teams  working 


constantly  a maximum  of  60  donors  an  hour  was 
reached  hut  could  not  he  maintained.  A speed 
of  50  an  hour  was  averaged,  however,  from  7 
o’clock  in  the  morning  until  5 o’clock  in  the 
evening,  with  the  workers  lunching  when  they 
could  so  that  schedules  could  he  maintained. 

14ie  original  blood  bank  laboratory  was  placed 
on  24  hour  duty,  the  personnel  working  in  three 
eight  hour  shifts  when  necessary  doing  whatever 
was  needed— sterilizing  equipment,  preparing 
sodium  citrate,  culturing  plasma,  and  so  on. 

The  laboratory  at  The  Queen’s  Hospital  typed 
the  donors,  ran  serological  tests  on  the  blood, 
prepared  plasma  and  dispensed  blood  and  plasma. 
Units  for  preparing  plasma  and  sterilizing  equip- 
ment were  instituted  at  the  Experiment  Stations 
of  the  Hawaiian  Sugar  Planters’  Association  and 
the  Pineapple  Producers'  Cooperative  Association. 
Equipment  and  technical  assistance  were  bor- 
rowed from  the  University  of  Hawaii. 

Feahi  Home,  Ixapiolani  Maternity  and  Gvne- 
cological  Hospital,  St.  Francis  Hospital,  Kaui- 
keolani  Children’s  Hospital  and  Japanese  Hospital 
absorbed  part  of  the  load  of  plasma  preparation 
with  equipment  provided  by  the  Public  Health 
Committee.  4 lie  laboratory  at  The  Clinic  under 
the  direction  of  Dr.  Eric  A.  Fennel  cooperated 
both  in  drawing  blood  and  making  plasma. 

More  than  three  weeks  have  passed  since 
Oahu  was  attacked  and  those  first  terrifying  days 
have  passed.  The  hectic  activity  has  subsided  into 
more  or  less  routine  procedure. 

\\  ith  more  than  10  times  as  much  plasma  on 
hand  as  was  available  December  7,  the  blood  bank, 
now  operating  under  the  Office  of  Civilian  De- 
fense, will  continue  to  function  for  an  indefinite 
period.  The  central  bank  at  The  Queen’s  Hospital, 
with  only  20  donors  a day,  has  just  passed  the 
almost  unbelievable  mark  of  5,000  donors.  Future 
volunteers  are  being  urged  to  go  to  their  nearest 
hospital  instead  of  only  the  Queen’s  Hospital. 

This  work  will  continue  as  long  as  the  United 
States  is  at  war  and  it  is  our  earnest  wish  that 
in  time  to  come  the  thousands  of  donors  will  re- 
member the  slogan  of  the  blood  bank — for  peace 
time  as  well  as  war,  “Be  a blood  donor  and  save 
a life.” 
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BLOOD  PLASMA  PREPARATION  AND 
ADMINISTRATION 

A Manual  for  Technologists 

The  Technical  Advisory  Committee  to  the 
Honolulu  Blood  and  Plasma  Bank,  composed  of 
Drs.  Fennel,  W it lin  and  Hirsch,  has  devised  the 
following  technique  for  the  preparation  of  blood 
plasma.  This  has  been  simplified  as  much  as 
possible  and  is  offered  as  a guide.  It  may  be 
modified  by  individual  technicians  to  suit  their 
own  local  conditions.  The  committee  stresses 
above  all  the  absolute  necessity  of  the  strictest 
aseptic  precautions  in  every  step.  Only  in  this 
way  can  the  percentage  of  contamination  he  kept 
at  a satisfactorily  low  level. 

Equipment 

All  equipment  used  should  be  prepared  as  for 
intravenous  use.  Bleeding  Bottles.  Use  any  hard 
glass  bottle,  chemically  clean,  500  cc.  to  1,000  cc. 
capacity.  Baxter  bottles  with  standard  rubber 
stoppers  are  recommended.  A triple  perforated 
rubber  stopper  for  the  closure  should  include  one 
short  glass  tube,  stuffed  with  non-absorbent  cotton, 
as  an  air  filter;  one  y,"  glass  tube  as  an  inlet 
for  the  blood  and  one  y"  glass  tube  covered 
with  a red  Army  vaccine  stopper  for  drawing- 
off  the  plasma.  To  the  blood  inlet  tube  attach 
rubber  tubing  4"  long,  at  the  end  of  which  a 
3"  length  of  glass  tubing  (as  an  observation  tube) 
is  attached.  To  the  open  end  of  this  glass  tube 
connect  an  8"  piece  of  rubber  tubing  to  which  a 
glass  needle  adapter  and  a 16  gauge  2"  needle 
has  been  attached. 

Attach  to  the  air  filter  tube  12  inches  of  rubber 
tubing.  The  open  end  may  be  a glass  or  plastic 
tip  for  mouth  suction  or  an  adapter  for  the  ap- 
plication of  a rubber  lmlb  to  obtain  suction. 
Suction  machines  usually  produce  such  a vacuum 
that  the  red  cells  may  be  hemolyzed  as  they  hit 
the  bottom  of  the  bleeding  bottle  with  the  in- 
creased force. 

Accessories.  A test  tube  with  a pledget  of 
cotton  at  the  bottom  is  used  as  a cover  for  the 
needle.  A cotton  stopper  aseptically  closes  the 
needle  and  adapter  within  the  test  tube. 

Two  cork  stoppered,  chemically  clean,  and, 
preferably  sterile,  Wassermann  tubes,  one  for 
serology,  and  the  other  containing  5 cc.  of  normal 
saline  solution,  for  blood  typing. 

Wooden  clothespins  of  the  spring  or  clamp 
type  ; or  pinch  clamps. 


Preparation  of  Apparatus 

(1)  In  the  bleeding  bottle  are  placed  100  cc. 
of  a freshly  prepared,  filtered  2°Jc  sodium  citrate 
with  2 molecules  of  water,  (NasCTHsC^H^O) 
or  100  cc.  of  a 3. 2%  solution  of  sodium  citrate, 
with  Sy2  molecules  of  water,  (Na-iCoHr.OT. 
$y2 HA)).  Wrap  all  openings  of  the  unit  with 
heavy  wrapping  paper  to  produce  an  extra  margin 
of  safety.  If  desired,  place  these  units  in  heavy 
muslin  bag  closed  with  rubberbands.  Sterilize 
in  an  autoclave;  at  15-pound  pressure  for  20 
minutes,  or  at  12-pound  pressure  for  30  minutes. 
Raise  and  lower  the  pressure  and  temperature 
slowly  to  prevent  cracking  of  the  glass  containers. 
Set  stoppers  loosely  to  prevent  breakage  from 
heat. 

(2)  Wash  apparatus  with  soap  and  water,  boil 
in  1:10,000  sodium  hydroxide  solution,  rinse 
thoroughly  with  tap  water,  and  finally  rinse  with 
distilled  water. 

The  above  method  or  one  equally  suitable  is 
mandatory. 

Method  of  Drawing  Blood 

Employ  as  aseptic  procedure  as  possible,  such 
as  a thoroughly  clean  room,  and  the  wearing  of 
caps,  masks  and  sterile  gowns  hv  the  operator. 

A tourniquet  is  applied.  The  site  of  bleeding 
is  prepared  with  tincture  of  iodine  washed  with 
alcohol,  or  by  brisk  rubbing  with  acetone,  ether, 
or  benzine  followed  by  alcohol.  The  alcohol  is 
allowed  to  evaporate,  and  the  needle  is  inserted 
into  the  vein.  Not  over  500  cc.  of  blood  is  with- 
drawn, the  bleeding  bottle  continually  swirled 
by  an  aide.  With  the  assistance  of  several  aides, 
one  doctor  can  bleed  several  donors  simultaneous- 
ly. Suction  may  be  applied  by  mouth  or  by  as- 
pirating with  the  barometer  bulb.  The  patient  is 
instructed  to  alternately  open  and  close  the  hand 
to  a tight  fist,  slowly  and  uniformly. 

When  the  bleeding  is  completed,  the  tourni- 
quet is  released  and  the  4"  rubber  tubing  affixed 
to  the  bottle  is  kinked  and  clamped.  The  patient 
is  instructed  to  open  his  hand  and  the  needle 
is  removed.  A pad  of  sterile  cotton,  or  preferably 
a pad  of  cotton  wrapped  in  gauze,  previously 
saturated  with  a 1 :1000  mercuric  bichloride  so- 
lution, is  applied  to  the  site  of  the  venipuncture 
and  the  patient's  hand  brought  to  the  shoulder 
so  as  to  form  a compress  at  the  site. 

The  needle  is  placed  into  the  serology  tube 
and  the  observation  tube  removed,  thus  allowing 
the  blood  in  the  tube  attached  to  the  needle  to 
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run  into  the  Wassermann  tube.  A drop  of  blood 
is  milked  or  squeezed  from  this  tube  into  another 
Wassermann  tube  containing  normal  saline  for 
blood  typing. 

The  rubber  tubing  attached  to  the  air  filter 
tube  is  removed.  The  bottle  of  citrated  blood 
and  the  Wassermann  tubes  are  properly  labeled. 
The  serology  and  blood  typing  tubes  are  sent 
to  the  laboratory.  The  blood  bottle  is  placed  into 
a 4°  C.  refrigerator  and  held  until  a negative 
serology  report  is  obtained.  One  of  the  rapid 
flocculation  tests  such  as  the  Kline  exclusion 
test  is  recommended  for  speed.  Doubtful  tests 
can  be  checked  by  longer  methods. 

Method  of  Separation  of  Plasma  from  Cells 

Immediately  after  bleeding,  if  the  time  factor 
is  urgent,  centrifuge  the  blood  in  a sterile  250  cc. 
centrifuge  bottle,  preferably  at  a temperature  of 
2 to  4°  C to  obtain  immediate  separation  of  the 
plasma  from  the  cellular  elements. 

Special  apparatus  may  be  improvised  to  per- 
form this  procedure  under  a closed  system  if 
time  is  not  an  important  factor  and  if  there  is 
plenty  of  icebox  space.  In  this  case  the  citrated 
blood  is  placed  in  a refrigerator  at  a temperature 
of  2 to  4°  C for  five  days  to  settle. 

The  plasma  is  now  ready  to  be  removed 
aseptically  to  a large  sterile  flask  for  pooling.  The 
plasma  from  50  bleedings  is  to  be  preferred.  The 
plasma  is  withdrawn  by  removing  the  stoppei 
from  the  third  glass  tube  of  the  bleeding  bottle 
and  introducing  a sterile  glass  pipette  attached 
to  the  suction  apparatus  and  pooling  flasks.  The 
pooling  of  a large  number  of  bleedings  is. carried 
out  to  obviate  the  necessity  of  typing  the  plasma. 

Typing  is  practiced  in  case  the  whole  blood 
is  used  for  tranfusions.  Typing  of  plasma  is 
unnecessary  because  the  agglutinin  titer  of  pooled 
plasma  is  extremely  low,  and  because  no  erythro- 
cytes are  present  to  be  agglutinated  by  the  po- 
tentially incompatible  serum  of  the  recipient. 

Sterility  of  Plasma 

After  pooling,  5 cc.  of  the  pooled  plasma  is 
removed  aseptically  and  tested  for  sterility  by 
inoculating  25  cc.  of  sterile  Thioglycollate  medium 
(Brewer’s).  The  inoculated  medium  is  incubated 
for  7 days  at  37.5°  C.  It  is  recommended  that 
the  medium  be  tubed  to  form  a column  about 
7 cm.  high. 

To  the  pooled  plasma,  aqueous  merthiolate 
solution  1 :1000  is  added  aseptically  so  that  the 


final  concentration  of  the  merthiolate  will  be 
1 : 10,000  in  the  plasma*  (add  25  cc.  of  1 : 1 000 
merthiolate  solution  to  every  225  cc.  of  the  pooled 
plasma.  The  pooled  plasma  is  maintained  in  the 
refrigerator  at  a temperature  of  2 to  4°  C. 

Release  of  Plasma 

After  7 days’  incubation,  the  cultures  are 
examined  microscopically  by  removing  a loopful 
to  a slide,  fixing,  and  staining  by  Gram’s  method. 

The  sterile  plasma  is  distributed  into  sterile, 
rubber  stoppered,  hard  glass  or  pyrex  bottles  of 
250  cc.  capacity  by  aseptic  technique.  The  bottles 
are  filled  to  capacity  to  eliminate  air  space.  One 
out  of  every  ten  bottles  is  tested  for  sterility  as 
outlined  above. 

If  the  sterility  tests  are  satisfactory  and  show 
the  plasma  to  be  devoid  of  bacterial  contamination, 
it  may  then  be  released  for  parenteral  administra- 
tion or  stored  at  2 to  4°  C. 

Recovery  of  Contaminated  Plasma 

(a)  Cotton  filtration 

(b)  Berkefeld  filtration  after  preliminary 
high-speed  centrifugalization 

(c)  Sterility  testing 

(d)  Animal-inoculation  testing  for  toxins 
and  viruses. 

If  you  have  not  the  facilities  or  the  tech- 
nical assistance,  please  advise  us.  We  may  be  able 
to  help  you  through  the  Central  Bank  laboratory. 

Technique  for  Administration  of  Plasma 
To  Patient 

Plasma  is  more  viscid  than  whole  blood  or 
normal  saline.  It  plugs  the  needle  unless  dilutions 
with  normal  saline  are  used  and  it  must  be  fil- 
tered before  using! 

( 1 ) Plasma  is  given  with  an  ordinary  intra- 
venous set  containing  a 16  or  18  gauge  needle  to 
enter  the  vein  ; 3 to  4 feet  of  tubing  with  or  with- 
out filter,  and  a 300  cc.  burette  or  a modified 
tube  to  hold  the  solution. 

(2)  Pour  into  the  burette  the  proper  amount 
of  warm  normal  saline  (37°  C)  to  make  the  right 
dilution,  empty  air  bubbles  and  enter  the  vein. 
Do  not  use  Ringer's  Lactate  as  diluting  fluid. 

(3)  Put  funnel  and  filter  in  the  burette,  after 
removing  sterile  cover  of  paper  on  gauze. 

*\Ye  believe  merthiolate  solution  in  1:10.000  concentration  does 
not  act  as  a bactericide,  but  merely  as  a bacteriostatic  agent. 
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(4)  Pour  the  warmed  plasma  slowly  into  con- 
tainer through  the  gauze  filter.  Some  sets  will 
have  stainless  steel  filters  and  in  such  cases  no 
gauze  covered  funnel  is  required. 

(5)  Remember  collapsed  veins  may  become 
usable  veins  after  circulation  has  been  reestab- 
lished. Needles  should  he  carefully  inserted  and 


strapped  into  place  to  save  repeated  punctures. 

(6)  Venesection  sets  are  available  and  are  to 
he  used  if  veins  cannot  otherwise  he  picked  up. 
The  intravenous  cannulas  are  to  he  sutured  into 
the  skin  with  silk.  Acquaint  yourself  with  the 
technique  of  tying  a blunt  needle  or  cannula  into 
a vein ! 


A.  An  empty  unit  complete  ready  for  use. 


B.  Photograph  A stripped  of  the  accessories 
and  ready  for  refrigeration.  Note  that  two 
test  tubes  have  been  removed  for  serological 

study  and  blood  typing. 

C.  Muslin  bag  for  convenience  of  handling 
in  storing  the  sterilized  units  until  ready  to 

be  used  at  the  bedside. 

D.  Two-hole  unit  which  requires  the  intro- 
duction of  a pipette  for  the  drawing  off  of 


plasma  through  one  of  the  openings.  One 
opening  contains  cotton  to  prevent  a possi- 
ble aspiration  of  debris  if  the  operator  uses 
the  mouth  suctioning  technic.  The  other 
hole,  on  which  the  clothespin  is  attached 
oftentimes  contains  a remaining  clot  of 
blood  through  which  the  aspirating  needle 
must  be  passed  when  drawing  off  the  super- 
natant plasma.  For  that  reason  the  three- 
hole  stopper  is  more  convenient  by  simply 
removing  the  army  vaccine  red  stopper  from 
the  third  tube  inserting  the  pipette  for  draw- 
ing off  the  plasma. 


PHYSICIAN  ASSIGNMENTS  BY  HOSPITALS  DURING  EMERGENCY 


as  set  up  by 

Emergency  Medical  and  Ambulance  Service,  Office  of  Civilian  Defense,  Oahu. 


Staff 

Assigned 

Burn  Team 

Gas  Casualty 
Supervisor 

Children’s 

Hospital 

Alsup,  F.  Howarth 

Alsup,  W.  E.  Ing,  H.  Y. 

Hayes  Lee,  R.  H. 

Hollmann 

Fujiwara 
Yee,  Sam 

Marshall 

City  & County 
Emergency 
Hospital 

Chun,  R. 
Katsuki,  D. 
Luke,  L. 
Mossman 
Tyau 
Yap,  R. 

Cooper,  J.  Chun,  R. 

Culpepper  Yap,  R. 

Kometani 

Japanese 

Hospital 

Akita, 

Matsuyoshi 

Takenaka 

Bowles  Schnack 

Batten  Straub 

Katsuki,  S.  Takahashi 

Kohatsu  Uchida 

Kuninobu  Uchiyama 

Nishijima  Yamane 

Ogawa 

Sakimoto 

Uyeno 

Okazaki, 

Kamehameha 

Hospital 

Irwin,  Fred 

Hill  Mitchell 

Holmes  Schnack 

Irwin,  P.  Sato,  Zen 

Black 

Gordon 

Kapiolani 

Hospital 

Milnor  Schattenburg 

Putman 

Phillips 

Leahi  Home 

Childs  Perlstein 
Leslie  Radner 

Nojima  Walker 

Childs 

Radner 

Queen’s 

Hospital 

Bailey  Hirsch 

Buzaid  Ito 

Casey  Sexton 

Hartwell  Slaten 

Judd  Lam,  F. 

Chang,  W.  K.  Ohta 

Hosoi  Sia 

Inouye  Strode 

Kaneshiro  Yamamoto 

Bell 

Childs,  L. 

Doolittle 

Hamre 

Hume 

Molyneux 

Hartwell 

Shriners’ 

Hospital 

Craig  Yamashiro, 

Farrell  Yamauchi 

Yamashiro,  M. 

Chock 

Pang,  H.  Q. 

Pang,  H.  Q. 

St.  Francis 
Hospital 

Wipperman 

Caspar  Morong 

Benz  Ohtani 

Ing,  E.  Schnack 

Kawano  Seto 

Kim  Van  Poole 

Li,  M.  H.  Wynn 

Moffat 

Wipperman 

Richert 

Austin 

St.  Louis 

Brown  Osorio 

Hodgins  Smith 

McVeagh  Winter 

Holmes 

Burgess 

Cushnie 

Gotshalk 

Territorial 

Hospital 

Stephens,  E. 
Cooper,  H.  B. 
Kepner 
Natsui 
Ozawa 

Tripler 

Hospital 

dalford 

Mobile  Surgical 
Team 

Chung,  M.  F.  Pang,  L.  Q. 

Cloward  Spencer 

Blood  Bank 

Devereux.  Pinkerton 

Fennel  Tilden 

Medical  Preparedness 


Kauat,  Hawaii 


KAUAI 

At  the  outbreak  of  the  war  Kauai  was  half- 
heartedly organized  as  to  first  air  emergency 
units.  However,  immediately  after  the  declaration 
of  war,  the  doctors  and  nurses  became  active  and 
today  Kauai  has  well  organized,  functioning  units, 
able  to  take  care  of  the  medical  needs  in  case  of 
large  numbers  of  casualties. 

Dr.  V.  A.  Harl  was  selected  as  medical  co- 
ordinator for  Kauai,  Dr.  A.  Webster  Boyden  in 
charge  of  personnel.  Dr.  J.  M.  Kuhns  for  Medical 
Intelligence,  Dr.  Marvin  A.  Brennecke  as  Supply 
Officer,  and  Dr.  S.  R.  Wallis  for  Plans  and  Train- 
ing. Miss  Mabel  Wilcox  is  coordinator  of  nursing 
service  and  has  been  working  in  close  cooperation 
with  the  doctors  in  organizing  and  nursing  work 
and  coordinating  it  with  the  medical  set-up. 

There  are  first  aid  emergency  units  at : 


Kekaha Dr.  Kenneth  Amlin 

Eleele Dr.  David  Betsui 

Koloa Dr.  A.  H.  Waterhouse 

Lihue Dr.  Y.  P.  Chang 

Kapaa Dr.  Isami  Umaki 

Kilauea Dr.  V.  A.  Harl 


Dr.  Kenneth  Amlin  has  been  assigned  to  Waimea 
Hospital,  Dr.  Honl  to  Eleele  Hospital,  Dr.  Bren- 
necke to  Koloa  Hospital  and  Dr.  V.  A.  Harl 
to  Kilauea  Hospital.  All  other  available  doctors 
will  be  used  at  the  Wilcox  Memorial  Hospital 
in  case  of  emergency. 

At  the  outset  of  the  war  Dr.  Marvin  A. 
Brennecke,  in  charge  of  supplies,  immediately 
“froze”  all  medical  supplies  on  the  Island  and 
set  up  a medical  supply  depot  at  the  Lihue  Gram- 
mar School,  which  has  been  functioning  since 
this  time  and  will  continue  to  function  until  the 
emergency  is  over. 

All  the  first  air  stations  have  been  supplied 
and  equipped  through  this  central  medical  supply 
depot ; since  its  organization  by  Dr.  Brennecke 
it  has  been  operated  by  Mrs.  Marvin  A.  Bren- 
necke, R.  N.,  who  will  now  continue  as  supply 
officer,  relieving  Dr.  Brennecke  for  professional 
duties. 

Dr.  J.  M.  Kuhns,  medical  intelligence  officer, 
has  set  up  an  organization  which  can  at  any 
moment  give  him  an  exact  picture  of  the  medical 
requirements  of  every  section  of  the  Island,  en- 
abling him  to  give  medical  aid  to  those  areas 
needing  it,  using  medical  personnel  and  supplies 
from  the  areas  not  affected. 


The  nurses  are  splendidly  organized  under 
the  supervision  of  Miss  Mabel  Wilcox.  The 
nurses  active  at  the  present  time  have  all  been 
assigned  to  duties  in  case  of  a disaster,  and  those 
nurses  who  are  inactive  have  been  given  refresher 
courses  and  have  been  assigned  to  duties  in  the 
first  aid  stations,  in  the  hospital,  or  wherever  they 
are  best  suited.  The  nurses  have  had  charge  of 
training  the  nurse  aides  for  the  first  aid  units. 

The  Dental  Association  is  cooperating  fully 
with  the  Medical  Society.  A dentist  is  second  in 
command  at  every  first  aid  unit,  and  the  dentists 
have  played  a very  important  part  in  organizing 
and  equipping  the  ambulances  which  are  assigned 
to  each  first  aid  unit.  The  dentists  are  also 
spending  a great  deal  of  time  in  training  the 
medical  aid  men. 

The  securing  of  blood  plasma  is  playing  a 
large  part  in  Kauai’s  medical  preparedness.  The 
laboratory,  under  the  supervision  of  Dr.  A.  M. 
Ecklund,  was  preparing  between  1000  and  2000 
cc.  of  plasma  a week  until  he  was  called  into  the 
Navy.  Since  that  time,  the  work  is  being  con- 
tinued by  Mrs.  Ecklund. 

Sam  R.  Wallis,  m.d. 


HAWAII: 

As  soon  as  the  reports  of  the  attack  on  Pearl 
Harbor  were  confirmed,  our  physicians  were 
called  to  their  posts  and  a continuous  alert  has 
been  maintained  since.  The  Hilo  aid  station  was 
immediately  mobilized  and  was  ready  for  any  de- 
mands. The  personnel  of  this  station  were  on 
duty  continuously  for  five  days  and  frequent 
practise  sessions  have  since  been  carried  out. 
The  medical  preparedness  committee  had  meetings 
on  the  7th  and  8th  and  lent  its  advice  and  counsel 
to  the  various  medical  units  that  were  standing 
by. 

Forty-eight  hours  after  the  attack  on  Oahu  we 
first  heard  of  the  need  for  blood.  Within  a few 
hours  we  had  25,000  cc.  of  blood  and  plasma 
ready  for  shipping  and  24  hours  later  an  equal 
amount.  The  first  batch  was  sent  for  the  following 
day  but  then  we  were  told  that  the  other  was 
not  required.  If  we  had  been  asked  or  had  the 
means  of  transportation  we  could  have  had  a 
large  amount  of  blood  and  plasma  en  route  to 
Oahu  soon  after  the  first  attack  and  when  it 
was  most  needed.  We  have  been  active  lately 
in  building  up  a bank  of  plasma  that  should  serve 
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if  another  call  is  made  for  it.  Difficulties  are 
being  encountered  in  getting  donors  but  this 
problem  must  and  will  be  solved.  Dr.  C.  B.  Brown 
and  E.  Tompkins  compose  the  sub-committee  in 
charge  of  this  work. 

The  Preparedness  Committee  has  now  received 
from  the  eight  medical  aid  districts  outside  of 
Hilo,  complete  plans  of  their  hospital  and  aid 
station  set-ups.  The  composite  picture  indicates 
that  we  have  laid  our  groundwork  well  and  should 
soon  be  ready  for  anything  that  may  happen.  We 
have  found  that  the  local  vocational  school  is  a 
very  valuable  community  project.  Upon  general 
ideas  being  given  to  them  they  have  within  a 
fewr  hours  delivered  to  us  Thomas  splints  and 
stretchers  worthy  of  the  best  craftsmen  and  at 
a cost  surprisingly  low.  Large  quantities  of  these 
are  being  made  and  distributed  in  every  district. 

For  some  time  ward  maids  have  been  in 
training  by  the  N.Y.A.  in  connection  with  the 
larger  hospitals  and  several  of  the  smaller  hospitals 
have  given  one  or  more  classes  of  such  young 
girls  intensive  training  in  th6  hospital  wards  so 
that  valuable  assistance  will  be  at  hand  if  it  is 
needed. 

H.  M.  Patterson,  m.d. 


MAUI: 

Dr.  McArthur  succeeded  Dr.  Burden  as  direc- 
tor of  the  medical  department  of  the  Major  Dis- 
aster Council.  LTnder  this  department,  numerous 
committees  have  been  formed  concerning  plasma 
bank,  evacuation  hospitals,  first-aid  units,  collect- 
ing stations,  and  supply  and  control  boards,  which 
are  yielding  excellent  results. 

The  attitude  of  our  entire  group,  in  which 
every  member  of  the  Medical  Society  has  a part, 
is  very  optimistic  about  the  entire  program  with 
but  one  exception — finances.  The  County  Society 
feels  that  some  financial  solution  to  the  problem 
should  be  forthcoming  if  we  are  to  be  influenced 
by  the  reports  of  the  Swope-Haralson  distributing 
agencies  of  federal  funds  allocated  to  medical 
preparedness.  We  do  hope  that  the  Journal  may 
offer  some  enlightment  on  this  all-important  point. 

Numerous  volunteer  workers,  the  Red  Cross 
and  Mr.  R.  B.  Kniffen,  executive  superintendent 
of  Paia  Hospital,  have  all  contributed  loyally 
and  graciously  to  the  preparedness  effort  that 
is  being  made  on  Maui. 

In  summation,  we  are  indeed  pleased  with 
our  program  and  feel  that  our  answer  to  potential 
problems  will  be  as  good  as  that  of  any  community 
this  size  in  the  world.  But,  if  our  mother  chapter 
in  Honolulu  will  assist  us  in  obtaining  federal 
funds,  we  will  guarantee  a performance  that  is 
past  being  representative;  actually  commendable. 

Emory  H.  Anderson,  m.d. 
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AND  PROVEN  METHOD 


The  finely  controlled  figuration  and  des- 
iccation currents  as  supplied  by  the  Hyfre- 
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permanent  removal  of  foreign  growths  from 
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cavities. 
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Streptococcus  kefir  is  an  honest  worker  in  the  dairy  industry; 
the  organism  active  in  the  ripening  of  cheddar  cheese* 
Streptococcus  hemolyticus  is  one  of  the  most  dangerous  of 
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those  whose  attacks  were  most  frequently  fatal.  That  S. 
hemolyticus  infections  no  longer  hold  their  former  terror  is 
due  to  the  development  of  one  drug:  Sulfanilamide!  . . . And 
to  the  manufacture  and  wide  distribution  of  Sulfanilamide 
products  which  measure  up  to  the  highest  possible  standards 
of  quality.  Abbott  Sulfanilamide  Products  do  measure  up  to 
such  standards — may  be  employed  by  the  physician  with  full 
confidence  that  every  lot  of  every  dosage  form  has  met  the 
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of  drug  involved.  Specify  and  insist  upon  the  Abbott  brand 
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COUNTY  SOCIETY  REPORTS 


KAUAI  COUNTY  MEDICAL  SOCIETY: 

The  regular  monthly  meeting  of  the  Kauai 
County  Medical  Society  was  held  at  the  Wilcox 
Hospital  at  7:30  P.M.,  Nov.  12,  1941. 

Communications  were  read  relating  to  the 
Plantation  Health  Cooperative  Plan.  Discussion 
along  general  lines  followed  but  no  action  taken. 

Transfer  card  for  Dr.  Donald  Chisholm  re- 
ported as  having  been  received  from  the  Honolulu 
County  Medical  Society.  Transfer  accepted  by 
unanimous  vote. 

Recently  the  secretary  has  been  notified  tnat 
transfer  cards  have  been  accepted  by  the  Honolulu 
Society  for  Drs.  Giles  & Richert  and  one  from 
the  Hawaii  County  Society  for  Dr.  Yoshimura. 

The  new  Constitution  & By  Laws  were  read, 
discussed  and  adopted.  Delegate.  The  Society 
approved  a motion  granting  one  way  minimum 
first  class  steamship  passage  to  the  place  of  the 
annual  meeting. 

The  Secretary-Treasurer  was  instructed  to 
refund  to  Dr.  Liu  dues  he  had  paid  to  us  on 
acceptance  of  his  transfer.- 

Motion  by  Dr.  Amlin  that  President  appoint 
a committee  comprised  of  representatives  from 
each  of  our  hospitals  presently  authorized  to  care 
for  indigent  patients.  Purpose  would  be  to  make 
a general  study  of  our  indigent  problem  and  es- 
pecially to  establish  a standard  rate  for  all  such 
Hospital  Services,  on  a per  diem  basis.  Con- 
siderable discussion  followed.  Motion  was  lost. 

Because  of  the  meeting  having  been  long.  Dr. 
Chang’s  paper  was  deferred  for  one  month. 

Meeting  adjourned. 

Webster  Boyden,  m.d.,  reporting 


MAUI  COUNTY  MEDICAL  SOCIETY 

Since  November,  1941,  no  regular  meetings 
of  the  Maui  County  Medical  Society  have  been 
held.  In  their  place,  combined  meetings  with 
military  and  civilian  defense  authorities  have  taken 
place  each  week.  Within  the  near  future,  a regular 


society  meeting  will  be  called  for  election  of 
officers. 

Since  the  last  minutes  have  been  filed  with 
your  office,  Dr.  Hawley  H.  Seiler  of  Paia,  Maui 
and  Dr.  William  B.  Patterson  of  Puunene,  Maui 
have  been  elected  to  membership. 

Drs.  Burden,  Murray,  Fleming,  and  Cowan 
have  been  called  to  active  duty  with  the  United 
States  Army  but  their  precise  locations  have  not 
been  learned.  Drs.  K.  Izumi  and  E.  H.  Anderson 
have  both  been  notified  that  they  too  will  be  most 
likely  called  to  active  duty  within  the  next  few 
weeks.  It  is  certainly  the  desire  of  the  Society, 
and  we  believe,  the  hope  of  the  community  at  large, 
that  the  armed  service  will  see  fit  to  station  as 
many  men  of  this  group,  as  is  possible,  to  local 
duty. 

Emory  H.  Anderson,  m.d.,  reporting. 


HAWAII  COUNTY  MEDICAL  SOCIETY: 

The  201st  monthly  meeting  of  the  Hawaii 
County  Medical  Society  was  held  December  2nd, 
1941,  at  the  Hilo  Memorial  Hospital.  There  were 
17  members  and  3 guests  present. 

The  important  business  of  the  evening  con- 
sisted of  instructing  our  Councillor,  Dr.  S.  R. 
Brown,  on  the  Society’s  wishes  regarding  (1) 
Plantation  Medical  Plan  in  which  we  had  already 
gone  on  record  so  that  no  further  action  was 
necessary;  (2)  Territorial-wide  Post-Graduate 
Policy.  There  was  a discussion  as  to  a $10.00 
assessment  fee  per  member  per  year  to  defray  the 
cost  of  this  policy.  A motion  was  made  and 
passed  that  our  Councillor  be  instructed  that  we 
are  in  favor  of  such  a policy;  (3)  the  Library 
Policy.  The  matter  of  $2.00  assessment  per  mem- 
ber per  year  was  discussed  and  it  was  thought 
that  our  Councillor  knows  that  we  are  in  a re- 
ceptive mood  for  such  a policy.  It  was  thought 
that  the  Maui  Medical  Society’s  suggestion  of 
a medical  index  on  each  island  was  a very  worthy 
one  and  should  receive  further  consideration. 

The  coming  visit  of  Dr.  Moorhead  was  dis- 
cussed and  a program  and  itinerary  arranged. 
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The  Censorship  Committee  submitted  the  applica- 
tion for  membership  to  the  Society  of  Dr.  0. 
K.  Tofukuji  who  was  a transfer  from  the  Maui 
Medical  Society.  The  application  was  unanimously 
approved  bv  the  Society  for  membership. 

The  scientific  paper  for  the  evening  was  given 
by  Dr.  A.  I.  Shimamura  on  “Hypofunction  of 
the  Ovary.”  He  presented  a very  able  discussion 
on  the  embryology,  histology  and  pathology  caus- 
ing the  condition.  Symptoms  and  signs  were 
discussed  by  Dr.  Shimamura,  followed  by  a com- 
prehensive discussion  of  treatment  with  several 
case  reports  demonstrating  favorable  and  unfavor- 
able outcomes.  Meeting  was  adjourned  at  9:30 
P.M. 


The  200th  monthly  meeting  of  the  Hawaii 
County  Medical  Society  was  called  to  order  at 
7 :45  p.m.  at  Hilo  Memorial  Hospital.  There 
were  26  members  and  3 guests  present. 

Dr.  Carter  reported  a case  of  enchondroma 
of  the  middle  finger  of  the  right  hand  in  a young 
man  who  had  received  a previous  injury  to  this 
part.  An  amputation  of  the  finger  was  done  and 
to  date  the  result  has  been  very  favorable.  Dr. 
Carter  also  reported  a case  of  suspected  B.  coli 
septicemia  in  a young  Hawaiian  woman.  Widal 
and  stool  examinations  were  negative ; but  blood 
culture  revealed  a few  colonies  of  the  B.  coli 
which  led  to  the  diagnosis.  The  patient  was 
treated  with  sulfathiazole  and  made  a very  rapid 
and  uneventful  recovery. 

The  committee  on  forms  of  medical  practice 
reported  that  there  has  been  a new  form  of  plan 
now  offered  which  was  presented  the  same  day  to 
a meeting  of  the  plantation  physicians.  The  com- 
mittee did  not  wish  to  make  any  recommendations 
until  the  plantation  physicians  had  approved  or 
disapproved  it.  As  few  men,  other  than  the 
plantation  physicians,  knew  anything  of  the  new 
plan,  it  was  read.  Briefly  it  is  a plan  underwritten 
by  the  H.M.S.A.  and  similiar  to  the  plan  now 
operating  in  Honolulu.  Dr.  Patterson  reported 
that  the  plantation  physicians  had  passed  a reso- 
lution in  regard  to  this  plan  which  he  read  and 
briefly  gave  their  objections  to  the  plan  as  offered 
at  this  time.  The  main  feeling  was  that  the  plan 
was  incomplete  and  would  require  a great  deal 
more  work  to  straighten  out  details.  It  was  voted 
that  the  committee  of  the  Society  continue  their 
work  and  act  as  liaison  between  the  plantation 
physicians  and  the  Society,  keeping  the  Society 
1 letter  informed  of  developments.  An  amendment 
to  this  motion  was  added  that  the  secretary  write 
to  the  Territorial  Medical  Association  requesting 


them  to  keep  us  fully  informed  on  all  new  develop- 
ments so  that  we  may  be  better  informed  when 
called  upon  to  act.  Motion  and  amendment  were 
unanimously  passed. 

Dr.  Arimizu  reported  regarding  his  study  of 
venereal  disease  control  in  Hilo  that  the  plan 
in  operation  in  Honolulu  is  not  adaptable  to  Hilo 
because  the  Board  of  Health  refused  to  cooperate 
in  enforcing  control,  since  in  so  doing  it  would 
put  its  stamp  of  approval  upon  prostitution  which 
is  illegal.  He  explained  that  in  Honolulu  this  is 
carried  by  the  Palama  Settlement,  a disinterested 
party,  and  thus  it  does  not  become  involved  under 
the  territorial  or  county  laws.  Captain  Mayfield 
was  asked  to  work  with  Dr.  Arimizu  to  try  to 
set  up  some  workable  plan  for  control  in  Hilo. 

Dr.  Keav  read  the  minutes  of  two  of  their 
recent  meetings  of  the  Preparedness  Committee 
which  were  placed  on  file. 

Transfer  of  membership  for  Dr.  Kaname  Yo- 
shimura  was  voted  upon  after  having  first  passed 
the  Board  of  Censors.  The  Society  voted  to 
accept  Dr.  Yoshimura  into  membership  of  the 
Hawaii  County  Medical  Society.  A transfer  from 
Maui  County  was  received  on  Dr.  Tofukuji  and 
an  application  for  membership  from  Dr.  Mita- 
mura.  These  were  referred  to  the  Censorship 
Committee  for  their  action. 

Edmund  Tompkins,  m.d.,  reporting 


January  12,  1942 

Recent  Activities  of  the  Hawaii  County  Medical 
Society. 

The  principal  activity  of  the  medical  pro- 
fession on  the  Island  of  Hawaii  since  November 
has  been  concerned  with  getting  prepared  for  the 
war  which  came  on  December  7,  1941.  Since 
then  we  have  been  methodically  doing  what  we 
feel  is  essential  to  care  for  whatever  the  emergency 
may  bring  to  this  Island.  Since  April  1941  care- 
ful plans  have  been  made  to  meet  the  emergency 
which  we  hoped  would  not  come.  In  these  plans 
every  member  of  our  Society  has  come  forward 
willingly  and  has  done  well  the  tasks  assigned 
to  him.  Never  in  his  experience  has  this  reporter 
seen  a group  of  about  forty  physicians  working 
in  closer  harmony  with  less  evidence  of  friction 
than  throughout  this  effort ; and  since  December 
7,  the  medical  attitude  has  been  “give  me  a job 
and  I will  do  it.” 

One  of  our  colleagues  Dr.  S.  R.  Brown,  was 
in  Honolulu  for  a council  meeting  when  the  stab 
in  the  back  was  made.  He  worked  with  Dr. 
Moorhead  at  Tripler  Hospital  for  the  first  several 
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Seasonal  changes  need  not  complicate  pro- 
cessing, if  the  standard  procedure  for  the 
locality  is  followed.  That  is  the  experience  of 
the  thousands  who  day-in  and  day-out  produce 
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identical. 
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County  Society  Reports 


Honolulu 


days  and  upon  his  return  a special  meeting  was 
called  so  that  the  experience  gained  by  him  could 
be  shared  with  us.  His  outline  of  what  was  done 
and  what  is  suggested  for  the  future  treatment  of 
war  casualties  is  being  digested  by  all  of  us  and 
should  war  casualties  occur  on  this  Island,  we 
will  have  gained  much  by  the  disaster  that  befell 
Oahu. 

Dr.  L.  L.  Sexton  visited  Honolulu  on  the 
week-end  of  January  10th  and  attended  meetings 
at  which  the  future  plans  for  the  treatment  of  war 
casualties  were  discussed.  He  is  to  outline  the 
recommendations  made  at  a meeting  of  our  society 
on  Jan.  15th. 

The  January  issue  of  the  Journal  was  assigned 
to  this  Island  and  in  spite  of  numerous  handicaps 
four  manuscripts  and  a editorial  were  in  the 
mails  on  December  17th.  Due  to  the  fact  that  the 
Journal  has  been  delayed  and  by  this  time  material 
essential  to  us  all  has  been  prepared  by  those  who 
handled  casualties  on  Oahu  we  have  gladly  in- 
structed the  editor  to  defer  publication  of  any 
or  all  of  our  papers  until  a later  issue. 

H.  M.  Patterson,  m.  d.,  reporting 


HONOLULU  COUNTY  MEDICAL  SOCIETY 

Summary  of  Activities  since  October  24,  1941. 

In  addition  to  the  regular  meetings  of  the 
Board  of  Governors  and  the  general  assembly 
of  the  society,  there  have  been  many  special 
meetings  of  the  Board  of  Governors  and  of  the 
various  committees  since  the  last  report.  A formal 
recapitulation  of  these  meetings  does  not  seem 
to  be  in  order  at  this  time  but  rather  a few  facts 
preserved  for  the  permanent  record,  because  De- 
cember 7,  1941  marked  a definite  change  in  the 
activities  of  this  Society  and  its  members.  When 
all  the  “hush-hush”  is  over  perhaps  the  true  story 
of  December  7 will  be  written.  In  the  meantime 
suffice  it  to  say  that  every  society  member  placed 
himself  immediately  available  for  the  job  assigned 
to  him.  The  Board  of  Governors  has  gone  on 
record  that  exploitation  of  individual  names  is 
not  to  be  tolerated  and  that  appetites  should  be 
curbed  for  personal  publicity. 

The  fiscal  year  for  the  county  society  starts 
May  1st  of  each  year  and  before  the  beginning 
of  this  fiscal  year  the  Medical  Preparedness  Com- 
mittee of  the  Honolulu  County  Medical  Society 
was  functioning  with  20  first  aid  units  in  20  dif- 
ferent locations  in  this  city  actively  in  training. 


In  addition  to  these  20  first  aid  units,  all  adequately 
manned,  there  were  medical  and  surgical  teams 
set  up  by  the  society  to  act  in  the  event  of  what 
was  euphemistically  called  “any  disaster.”  Further- 
more the  medical  society  had  sponsored  a champ- 
ionship benefit  baseball  game,  ihe  net  proceeds  of 
which  were  several  thousand  dollars  intended  to 
finance  the  equipment  of  first  aid  units. 

When  the  kick-off  came  at  7 :55  on  the  morn- 
ing of  December  7 the  medical  society  was  as- 
sembling for  a lecture  by  Dr.  John  Moorhead  who 
had  been  brought  from  New  York  at  the  expense 
of  the  Medical  Society  to  give  lectures  on  trau- 
matic surgery.  Over  the  radio  the  first  calls  were 
to  assemble  policemen  and  firemen  off  duty  and 
medical  society  members  to  go  to  their  first  aid 
stations  and  also  to  the  various  hospitals.  By 
name  individual  members  of  surgical  teams  were 
directed  to  report  at  once  to  Tripler  General 
Hospital  and  most  of  the  surgical  teams  worked 
throughout  24  hours.  Among  the  men  who  vol- 
unteered was  Dr.  Moorhead  who  since  that  time 
has  been  on  active  duty  as  a member  of  the 
Medical  Reserve  Corps  of  the  U.  S.  Army. 

It  cannot  be  emphasized  too  strongly  that  every 
member  of  the  County  Medical  Society,  regardless 
of  racial  extraction,  nationality,  sex  or  age  res- 
ponded immediately  to  the  call  of  the  authorities 
and  continued  on  duty  with  an  unselfish  disregard 
for  his  own  safety,  health  and  economic  status 
for  the  entire  period  of  the  emergency. 

The  30  or  more  doctors  who  for  weeks  spent 
many  hours  each  day  in  building  up  the  civilian 
blood  bank  which  was  drawn  upon  by  the  armed 
forces  cannot  be  too  highly  commended.  Much 
of  the  work  and  many  of  the  hours  put  in  by 
members  of  the  Honolulu  County  Medical  Society 
was  routine,  unpleasant,  tedious  work.  At  the 
time  of  assignment  these  routine  jobs  might  have 
turned  out  to  be  the  most  important  ones.  Actually 
there  were  no  individual  heroes. 

Other  organizations  more  experienced  in  ob- 
taining publicity  have  obtained  world-wide  men- 
tion because  of  their  activities  whether  they  were 
or  were  not  prepared.  The  Honolulu  County 
Medical  Society  was  prepared  and  took  the  job 
in  its  stride. 

In  addition  to  the  emergency  work  there  was 
the  item  of  the  examinations  of  some  4500  draftees 
which  was  carried  out  entirely  by  members  of 
the  Society  early  in  January. 

So  much  for  the  work  since  December  7th. 
For  months  prior  to  December  7th  the  Medical 
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Society  had  been  on  record  asking  for  hospital 
expansion,  and  an  adequate  blood  bank,  and  was 
sponsoring  first  aid  stations  and  training  first  aid 
workers. 

At  the  regular  membership  meeting  Novem- 
ber 7th  a resolution  was  passed  congratulating 
Dr.  and  Mrs.  James  T.  Wayson  on  the  occasion 
of  Dr.  Wayson’s  50th  year  of  practice  of  medicine. 
At  a later  meeting  Dr.  Moorhead  was  presented 
with  a plaque  commemorating  his  visit  in  Hono- 
lulu. 

The  gift  of  an  electric  refrigerator  by  Airs. 


James  T.  Wayson  and  a donation  from  Dr.  Aloor- 
head  to  the  library  fund  were  acknowledged. 

Gasoline  rationing  which  has  been  drastically 
reduced  is  still  a moot  point. 

New  members  admitted  to  the  Society:  Dr. 
George  F.  Ellinger  was  accepted  as  a service 
member;  Dr.  Louis  Hirsch  and  Dr.  L.  L.  Buzaid 
as  honorary  members;  Drs.  Kenneth  Fujii,  Willis 
Hume,  T.  F.  Fujiwara,  Norman  Sloan,  Ted  Allen 
Casey,  G.  Wipperman  were  accepted  into  regular 
membership. 

A.  W.  Duryea,  m.d.,  reporting. 


ApRESERTIRG  FIVE  COURCIL-RCCEPTED  PRODUCTS... 

SANDOZ 

GYN  ERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

D I G I L A N I D* 

Chemically  pure  glycosides  from  digitalis  lanata.  It  is  stable,  constant  and  well 
tolerated. 

SANDOPTAL* 

A safe  and  effective  hypnotic.  Well  tolerated  even  by  the  aged. 

Literature  and  samples  on  request. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y.  San  Francisco,  Calif. 

* Trade  Marks  Reg.  U.  S.  Pat.  Off. 
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Cutter 


LATEST 

TRANSFUSION  AIDS 


For  intravenous  therapy  that  is 


Entirely  closed  vacuum 
transfusion  system 
simplified  by  Cutter 
Saftivalve  and  Saftivac. 


Illustrating  how  flask  is 
supported  and  rate  of  flow  controlled 
with  one  hand.  Note:  no  acute  angles 
to  slow  up  blood  flow,  nor  inaccessi- 
ble constricted  orifices  to  cause  clotting. 


Human  Serum  and 
Human  Plasma  in  Cutter 
Saftiflasks  . . . emergency 
substitute  for  transfusion. 


A "blood  bank’’  for  every  hospital. 
No  typing  or  cross-matching  required. 
Simply  remove  cap,  insert  connecting 
tube  of  your  injection  outfit  and  start 
injection.  In  250  c.c.  Cutter  Saftiflasks 
and  50  c.c.  bottles. 


smooth— free  from  confusion— safer 


because  of  the  Saftiflask's  complete 


J8W01H3 


simplicity. 


Flask  hangs  straight, 
Contents  delivered 
are  accurately  read 
at  a glance. 


Air  tube  always  in 
place,  assuring  quick 
starting,  steady  flow. 
No  gadgets  to  as- 
semble, sterilize  and 


screw  on. 


Vacuum  sealed.  The 
presence  of  a vacu- 
um says  solution  is 
as  pure  as  when  it 
left  the  laboratory. 


Just  plug  in 
your  injection 
tubing. . . . No 
loose  parts  to 
wash,  sterilize 
and  assemble. 
No  involved 
technique  with 
resultant  mul- 
tiple sterility 
hazards. 


Hanging  device  out 
of  your  way  until 
needed. 


For  safety,  insist  on  dextrose  and 
other  solutions  "in  Saftiflasks.  ” 


CUTTER  JGaboraionrLEs 

BERKELEY  - CHICAGO  • NEW  YORK 

Seattle  • Los  Angeles  • New  Orleans  • Ft.  Worth  < Sen  Antonio  • Denver 
One  of  America's  oldest  biological  laboratories 


qA  Qift  from  ZMarcelle 


This  Streamlined  “Airguide” 


Good  Will  Ambassador  Extraordinary!  Smart  appearing,  well 
informed  (about  any  kind  of  weather),  always  helpful  in  a 
doctor’s  office.  YOURS  FOR  THE  ASKING  . . . without  a 

single  obligation. 


Upper  Hand  registers  temperature  from  20  to  120.  Lower 
hand  shows  humidity  from  0 to  100.  Convex  crystal  with 
bright  chrome  bezel,  set  in  a frame  of  jet  black.  Firm 
standard.  314  inches  high. 

We  shall  be  pleased  a-plenty  to  have  a Marcelle  “Airguide” 
— our  Good  Will  Ambassador — assume  a permanent  position 
in  your  office.  Will  you  accept  it?  Just  address  a brief  note  to 
us  on  your  prescription  blank: 


hypo-allergenic  Cosmetics,  1741  N.  Western  Ave.,  Chicago,  III. 


NOTES  AND  NEWS 


REPORT  OF  COUNCIL  MEETING 
HAWAII  TERRITORIAL  MEDICAL  ASSN. 

December  4,  1941 

The  principal  business  of  the  meeting  was  to 
consider  the  plantation  health  plan.  The  council- 
lors from  all  islands  agreed  that  if  a plan  was 
to  be  adopted  for  plantation  employees  it  should 
be  uniform  as  to  fee  schedule  and  acceptable  to 
the  Territorial  Association.  The  following  resolu- 
tion was  adopted: 

“WHEREAS,  the  plan  as  suggested  (this  refers 
to  the  first  plan  proposed  by  the  HSPA)  involves 
features  which  would  impair  the  quality  of  medi- 
cal care  and  cause  a deterioration  of  professional 
standards  in  the  Territory,  Therefore 
BE  IT  RESOLVED  that  the  Council  of  the  Ha- 
waii Territorial  Medical  Association  hereby  ex- 
presses its  disapproval  of  this  plan  but  expresses 
a willingness  to  stand  ready  to  work  out  a plan 
which  would  not  contain  objectionable  features.” 

It  was  voted  that  the  Association  proceed  with  a 
definite  extension  of  the  H.M.S.A.  plan  to  the 
other  islands  and  that  a representative  of  this 
Council  go  before  the  Managers'  meeting  of  the 
H.S.P.A.  to  explain  the  plan  and  what  the  Coun- 
cil hoped  to  do. 

A territorial-wide  post  graduate  policy  was 
discussed.  Decision  was  deferred  and  the  mattei 
is  to  be  brought  up  at  the  annual  meeting. 

Extension  of  services  of  the  Honolulu  County 
Society’s  medical  library  to  the  outside  islands 
and  participation  by  the  islands  in  the  expenses  of 
the  library  on  the  basis  of  yearly  assessment  was 
considered.  No  definite  decision  was  arrived  at. 
Action  deferred  until  the  annual  meeting  on  the 
matter  of  an  appropriation  from  the  Territorial 
Association  to  the  library  as  called  for  in  the  by- 
laws. 

The  Council  approved  the  recommendation 
of  the  Psychiatric  Committee,  as  follows : 

“We  respectfully  recommend  to  the  Council  of  the  Ha- 
waii Territorial  Medical  Association  as  a commend- 
able project,  the  formation  of  a mental  hygiene  society 
for  this  community.  We  recommend  that  the  Associa- 
tion lend  its  support  and  assistance  to  a general  plan 
such  as  recommended  by  the  National  Committee  for 
Mental  Hygiene  for  State  Societies.  R.  D.  Kepner, 
M.D.,  Chairman.” 

R.  O.  Brown,  m.d.,  Secy. 


NEW  MEMBERS 

Hawlf.y  H.  Seiler — Paia,  Maui 
Wm.  B.  Patterson — Puunene,  Maui 
Kaname  Yoshimura — Hawaii  (by  transfer) 

O.  K.  Tofukuji — Hawaii  (transfer  from  Maui) 
Donald  Chisholm — Kauai  (transfer  from  Honolulu) 
Geo.  F.  Ellinger — service  member 

K.  Kenneth  Fujii — Creighton,  1936. 

Louis  Hirsch — honorary  member 
Willis  F.  Hume — Harvard,  1932. 

T.  F.  Eujiwara- — Tulane,  1936. 

Norman  Sloan — University  of  Pa.,  1927. 

T.  Alan  Casey — University  of  Colorado,  1939. 

G.  Wipperman — (transfer) 

L.  I.  Buz  aid — honorary  member 


HAWAII  DOCTORS  CALLED  TO 
MILITARY  DUTY 

Edmond  V.  Avakian,  Alfred  J.  Burden.  Hong  Chong 
Chang,  Edwin  K.  Chung  Hoon,  Archie  Chun-Ming, 
Thomas  W.  Cowan  H.  M.  Chandler,  D.  S.  Depp,  A. 
Ecklund,  Robert  B.  Faus,  James  R.  Fleming,  Clarence 

E.  Fronk,  Isaac  Kawasaki,  Joseph  F.  C.  Lau,  Walter  T. 
Macklin,  R.  J.  Mansfield,  R.  J.  Mermod,  R.  Millard, 
Douglas  H.  Murray,  John  W.  McClellan,  J.  Palma, 
David  L.  Pang,  Carl  F.  Tessmer,  F.  W.  Thompson, 
Fook  Hing  Tong.  C.  W.  Trexler,  Arthur  L.  Yasconcellos, 
Arnold  Wagner,  G.  E.  Wall,  R.  West,  Paul  O.  Wiig. 
Charles  L.  Wilbar,  Paul  Withington,  B.  O.  Wade,  James 

F.  Wong. 


A kamaaina  gathering  of  300  physicians,  their  wives 
and  their  friends,  honored  Dr.  James  T.  Wayson  and 
Mrs.  Wayson  on  the  occasion  of  their  50th  anniversary  in 
medical  practice.  The  reception  took  place  in  the  Mabel 
Smyth  Building  on  Tuesday,  November  10,  1941.  Dr. 
Wayson  came  to  Hawaii  in  November  1894.  He  joined 
the  staff  of  the  Kalihi  receiving  station  in  1895.  He 
served  on  the  territorial  health  board  and  for  seven 
years  was  city  and  county  physician.  He  is  now  physician 
for  the  Board  of  Hospitals  and  Settlement.  In  his  long 
career  of  public  service,  Dr.  Wayson  has  made  important 
contributions  to  the  study,  treatment  and  eradication  of 
leprosy. 


Dr.  Thomas  F.  Fujiwara  has  opened  offices  at  22  S. 
Vineyard  St. 


Dr.  W.  Fui.ton  Hume  has  recently  joined  the  Medical 
Group  specializing  in  surgery. 
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Dr.  Harry  Arnold,  Jr.  who  left  Honolulu  December 
4th  by  Clipper  was  finally  able  to  return  through  an  order 
of  the  War  Department  authorizing  the  Army  transport 
service  to  bring  home  any  stranded  Honolulu  doctors. 
He  arrived  the  middle  of  January.  While  on  the  main- 
land he  took  and  passed  the  American  Board  of  Derma- 
tology and  Syphilology  examinations. 


Dr.  Alfred  S-  Hartwell  arrived  the  latter  part  of 
December  to  take  up  duties  as  medical  resident  at  Queen’s 
Hospital,  coming  from  Massachusetts  General  Hospital. 


Dr.  Douglas  Murray  was  ordered  over  from  Maui 
into  active  service  and  is  stationed  at  the  Kaneohe  Hos- 
pital. 


Dr.  James  F.  Fleming  of  Paia,  Maui  has  also  been 
called  to  Honolulu  on  active  duty  and  is  stationed  at 
the  Japanese  Hospital. 


Dr.  Ernestine  Kandel  Hamre  has  been  appointed 
by  the  Hawaii  Chapter,  American  Red  Cross  as  the 
physician  member  to  its  First  Aid  Committee. 


Dr.  Kepner’s  paper  “Evaluation  of  Metrazol  Therapy 
of  the  Psychoses”  read  before  the  Honolulu  County  Medi- 
cal Society  in  August  of  last  year  (and  abstracted  in  the 
initial  issue  of  this  Journal),  appears  in  full  in  the  Decem- 
ber 3,  1941,  issue  of  The  Medical  Record,  Vol.  154,  No.  11. 


The  Territorial  Medical  Board  Examinations  were 
held  January  12-15  with  the  following  doctors  taking  the 
boards:  Dr.  F.  Warshauer,  Dr.  Geo.  H.  Y.  Ching, 
Dr.  Clarence  F.  Chang,  Dr.  Edwin  P.  K.  Kam,  Dr. 
Francis  R.  Kaneshiro  and  Dr.  S.  Inamine. 
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A.M.A.  MEETING 

The  Annual  Meeting  of  the  American  Medical 
Association  will  be  held  at  Atlantic  City,  N.J., 
June  8-12,  1942.  Our  delegate  and  alternate,  ap- 
pointed last  year  to  serve  for  two  years,  are  F. 
J.  Pinkerton  and  Lyle  G.  Phillips,  respectively. 


The  Hawaii  County  Society  which  was  to  have 
been  responsible  for  this  issue  of  the  Journal 
kindly  permitted  it  to  be  devoted  instead  to  the 
experiences  gained  and  observations  made  on  and 
after  December  7th. 

The  March  issue,  therefore,  will  be  assigned 
to  the  Hawaii  County,  the  May  issue  to  Maui 
and  the  July  issue  to  Kauai — international  affairs 
permitting. 


PLANTATION  HEALTH  PLAN 

X’o  further  progress  has  been  made  regarding 
the  plantation  health  plan  for  employees  earning 
over  $100.  per  month  because  of  the  outbreak  of 
the  war  which  immediately  followed  the  Council 
meeting.  Mr.  Bowman  of  the  H.M.S.A.  has  re- 
turned meanwhile  and  will  work  with  the  Physi- 
cians’ Association  on  Oahu  and  with  the  H.S.P.A. 
in  an  attempt  to  formulate  an  acceptable  plan. 
The  outside  islands  will  be  kept  posted  as  to  pro- 
gress made. 


LEPROSY  IN  HAWAII 

Owing  to  Dr.  Chung  Hoon’s  call  to  active  duty, 
the  column  entitled  “Leprosy  in  Hawaii”  does  not 
appear  in  this  issue.  We  hope  to  be  able  to  re- 
sume it  soon  under  either  his  authorship  or  some- 
one’s else. 


IN  MEMORIAM 

George  Clinton  Potter,  long  time  resident  of 
Hawaii  and  for  26  years  superintendent  of  the 
Queen’s  hospital,  from  which  position  he  retired 
five  years  ago  to  make  his  home  on  Maui,  died 
on  January  26,  1942  in  Queen’s  Hospital.  He  had 
been  ill  for  several  weeks. 

Mr.  Potter  was  born  in  Oakland,  California, 
August  30,  1862,  and  came  to  Hawaii  in  1880. 
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LIBRARY  NOTES 


The  Medical  Library  of  the  Honolulu 
Count_v  Medical  Society  is  undergoing  complete 
reclassification.  The  Dewey  decimal  system, 
widely  used  by  general  libraries,  has  long  been 
considered  unsuited  for  specialized  material  to 
be  found  in  a medical  library.  Instead,  the  med- 
ical classification  originated  by  the  Boston  Med- 
ical Library,  and  later  adopted  as  a standard  by 
the  American  Medical  Library  Association,  is 
being  used. 

Each  book  in  our  collection  is  being  given 
careful  consideration  to  determine  whether  it  is 
suitable  for  our  library.  Many  old  and  useless 
books  are  being  weeded  out  in  the  process,  while 
on  the  other  hand  many  rare  and  valuable  books 
have  been  discovered.  These  are  being  placed  in 
a special  rare  and  historic  book  collection  and 
articles  on  them  will  appear  from  time  to  time  in 
this  column. 

All  books  are  being  given  a fresh  coat  of 
shellac,  mended  where  necessary,  and  sprayed 
against  silver  fish  and  termites. 

A fine  collection  of  nursing  books  was  re- 
cently purchased  by  the  Nurses’  Association  and 
is  now  classified  and  housed  in  its  own  alcove 
ready  for  circulation. 

Books  to  be  replaced  by  later  editions  or 
found  to  be  unsuited  to  the  needs  of  the  Library, 
will  be  offered  free  to  doctors  interested  in  ac- 
quiring them  for  their  private  collection.  Some 
may  be  of  historic  interest  to  the  men  special- 
izing in  one  field  of  medicine. 

Present  activities  should  be  completed  with- 
in six  months  at  w-hich  time  our  Library  will  be 
ready  for  long  term  planning  to  make  it  an 
adequate  reference  library  and  secure  the  great 
number  of  current  publications  necessary  to  keep 
the  physicians  of  Haw-aii  abreast  of  the  rapid 
advancement  of  all  medicine. 

Much  of  the  above  progress  has  been  made 
possible  through  the  planning  of  Mrs.  Shanahan, 
a trained  librarian,  who,  together  with  Dr. 
Shanahan,  Asst.  Psychiatrist  at  the  Mental  Health 
Clinic,  have  given  many  evenings  to  appraising 
and  sorting  our  collection. 


The  cdmmittee  welcomes  any  suggestions 
for  book  purchase,  donations  of  recent  titles,  back 
numbers  of  journals,  or  ideas  for  improving  the 
service. 

A.  W.  Duryea,  m.  d. 

Chairman  Library  Committee 


LIBRARY  GIFTS 

The  committee  wishes  to  thank  Dr.  Ralph 
Cloward  for  his  gift  of  books  entitled  Clinical 
Examination  of  Nervous  System  by  Monrad- 
Krohn  and  Intracranial  Tumors  by  Bailey. 

Dr.  M.  A.  Blankenhorn  presented  the  library 
with  a three  volume  set  of  Modern  Medical 
Therapy  in  General  Practice,  edited  by  Dav- 
id Preswick  Barr.  Volume  I contains  General 
Therapy — methods  used  in  therapy;  Volume  II 
contains  General  Diseases — infectious  diseases, 
diseases  of  the  nervous  system,  and  Volume  III 
contains  Diseases  of  the  Digestive  System,  dis- 
eases of  other  organs  and  systems. 

Dr.  Ernestine  Kandel  Hamre  donated  the  two 
volumes  of  Dr.  Fred  L.  Adair’s  Obstetrics  and 
Gynecology. 

Dr.  Max  Cutler  sent  the  library  a copy  of 
Cancer,  Its  Diagnosis  and  Treatment,  writ- 
ten by  himself  and  Dr.  Buschke. 

Dr.  John  J.  Moorhead  on  the  eve  of  his  de- 
parture made  a generous  donation  to  the  Library 
Fund  for  the  purchase  of  new  books. 


The  Territorial  Nurses’  Association  recently 
purchased  some  60  books  for  the  nurses’  section 
of  the  library.  Some  of  these  may  be  of  interest 
to  the  doctors,  viz : 

Diagnosis  and  Treatment  of  Skin  Diseases — Swartz 
Newer  Knowledge  of  Nutrition — McCollum 
Foundations  of  Nutrition — Rose 
Textbook  of  Psychiatry' — Noyes 

Hospital  Organization  and  Management — McEachern 
Preoperative  and  Postoperative  Treatment — Mason 
Materia  Medica,  Pharmacology,  Therapeutics — Muse 
Diagnosis  and  Treatment  of  Pulmonary  Tuberculosis — 
Hawes 

Medical  and  Surgical  Asepsis — Henderson 
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JOURNALS  ON  FILE 


Abstracts  of  Bacteriology: 

1921-1925 

American  Heart  Journal : 

1930-1931 

American  Journal  of  Cancer: 

1931-1940 

American  J.  of  Clin.  Path.: 

1931-1936 

Am.  J.  of  Diseas,  of  Children : 

1920-1940 

American  J.  Med.  Science : 

1883-1940 

American  J.  of  Obst. : 

1917-1919 

Am.  J.  of  Obst.  & Gyn.: 

1920-1940 

American  J.  of  Ophth. : 

1919-1932 

American  J.  of  Path. : 

1935-1937 

American  J.  of  Psychiatry: 

1922-1933 

American  J.  of  Roerrt. : 

1920-1932 

American  J.  of  Surgery  : 

1934-1940 

American  J.  of  Syphilis : 

1934-1935 

American  J.  of  Trop.  Med. : 

1932-1938 

Am.  J.  of  Syph,  Gon.  & V.D.: 

1936-1940 

Am.  Rev.  of  Tuberculosis: 

1925-1940 

Annals  of  Internal  Medicine : 

1937-1938 

Ann.  of  Oto.,  Rhin.,  Laryn: 

1904-1940 

Annals  of  Ophthalmology: 

1904-1912 

Annals  of  Surgery : 

1904-1940 

Archives  of  Derm.  & Syphil. : 

1922-1940 

Archives  of  Intern.  Medicine : 

1918-1931 

Archives  of  Neurol.  & Psych.: 

1922-1940 

Archives  of  Ophthalmology  : 

1926-1936 

Archives  of  Otolaryn. : 

1925-1934 

Archives  of  Surgery: 

1920-19 32 

Ars  medici : 

1932-1935 

Boston  Med.  & Surg.  J. : 

1923-1926 

British  J.  of  Ophth. 

1922-1930 

British  Med.  Journal : 

1934-1940 

Calcutta  Med.  Journal 

1936-1939 

Canadian  Med.  A.  Journal: 

1934-1940 

Chinese  Medical  Journal : 

1932-1936 

Clinical  Med.  & Surg. : 

1935-1940 

Current  Medical  Digest: 

1934-1940 

Digest  of  Treatment: 

1938-1940 

Endocrinology : 

1934-1940 

Illinois  Medical  Journal : 

1932-1940 

International  Clinics 

Vol.  I-IV 

International  Med.  Digest : 

1920-1940 

Japanese  J.  of  Exp.  Med.: 

1929-1934 

Journal  of  Allergy: 

1930-1935 

J.  of  Am.  Dietetic  Assn. : 

1937-1940 

J.  of  Am.  Med.  Assn. : 

1894-1940 

J.  of  Bacteriology : 

1920-1933 

J.  of  Experimental  Med. : 

1935-1940 

J.  of  Immunology: 

1923-1938 

J.  of  Lab.  & Clin.  Med. : 

1921-1938 

J.  Med.  Soc.  of  New  Jersey: 

1932-1940 

J.  of  Oph.,  Oto.,  Laryn. : 

1903 

J.  of  Pediatrics : 

1937-1938 

J.  of  Pharm.  & Exp.  Ther. 

1934-1935 

J.  of  Social  Hygiene 
J.  of  Urology: 

Lancet : 

Laryngoscope : 

Med.  Clin,  of  N.A. 

Medical  Life : 

Mental  Hygiene : 

Military  Surgeon 

Natn’l  & Med.  J.  of  China: 

New  England  J.  of  Med. : 
Ophthalmic  Record : 

Otol.  Lar.  Rhin.  Ophth. 

Pa.  Medical  Journal: 

Post  Graduate  Med.  Journal : 
Quarterly  Rev.  of  Sea  View  Hosp. : 
Radiog.  & Clin.  Photog. : 

Radiology : 

Rhode  Island  Med.  Journal : 

Science : 

Surgery : 

Surg.  Gyn.  & Obst. : 

Surg.  Clinics  of  N.A. : 

U.S.  Naval  Med.  Bulletin : 

Urologic  & Cutaneous  Rev. 

Venereal  Disease  Inform : 


1932- 1938 
1934-1940 
1852-1940 
1914-1937 
1918-1940 
1934-1937 
1936-1940 

1936- 1939 

1930- 1932 
1929-1940 
1914-1917 

1937- 1940 

1929- 1933 
1934-1935 

1940 

1931- 1933 
1913-1932 

1930- 1938 
1924-1926 
1937-1940 
1910-1940 
1921-1940 

1933- 1938 
1929-1939 
1924-1940 


NOTE:  These  are  not  by  any  means  complete  for  the  years  in- 

dicated, but  we  are  rapidly  filling  the  gaps. 


JOURNALS  SUBSCRIBED  CURRENTLY 

Annals  of  Oto.  Laryn.  & Rhin. 

American  Dietetics  Journal 
American  Journal  of  Cancer 
Journal  A.  M.  A. 

Archives  of  Dermatology  and  Syphilology 

Archives  of  Neurology  & Psychiatry 

American  Jr.  of  Diseases  of  Children 

American  Jr.  of  Medical  Sciences 

American  Jr.  of  Syphilis,  Gonorrhea  & Venereal 

Diseases 

Surgery 

American  Jr.  of  Obstetrics  & Gynecology 

American  Jr.  of  Surgery 

Annals  of  Surgery 

British  Medical  Journal 

Canadian  Medical  Journal 

Clinical  Medicine  & Surgery 

Journal  of  Experimental  Medicine 

Journal  of  Urology 

Lancet 

Surgical  Clinics  of  North  America 
Medical  Clinics  of  North  America 
Mental  Hygiene 
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BAXTER 


REACTION-FREE 

INTRAVENOUS 
SOLUTIONS 

in 

CRYSTAL  CLEAR 
ALKALINE-FREE 

VACOLITERS 

BAXTER  manufactures  the  only  complete  line  of  intravenous 
solutions,  not  just  only  a few  of  the  fast  moving  items 


BAXTER’S  PLASMA  AND  SERUM 


is  produced  by  the 


MICHAEL  REESE  HOSPITAL  OF  CHICAGO 


Baxter  Products  are  distributed  in  Hawaii 
by 

HOSPITAL  PURVEYORS,  LTD. 

HONOLULU 


For  eighty-two  years  John  Wyeth  and  Brother  have  been  manufacturing  quality  pharmaceuticals.  During  this 
period  the  integrity  of  the  physician’s  prescription  has  been  maintained  by  a policy  of  strict  ethical  promo- 
tion. Wyeth  products  are  not  known  to  the  laity.  Emphasis  is  placed  on  research  and  production  control  so 
that  standardized  potency  and  therapeutic  effect  are  always  obtained  when  the  physician  writes,,Wyeth's.,, 

The  name  Wyeth’s  is  Reg.  U.  S.  Pat.  Off. 


Jjfh/ui  ff yef/t  < rjK / rjfnc.,  -^/t f/at/e/ft/iiti 


VuauaiiaJde  tyact&i  ol  the  b-complex 

• Crystalline  Biotin  methyl  ester,  isolated  and  purified  in  our  laboratories,  is  now 
ready  for  distribution  in  limited  quantities  for  research  purposes.  This  previously 
unavailable  factor  of  the  vitamin  B complex  is  offered  as  a solution  quantitatively 
prepared  from  crystalline  biotin  methyl  ester  and  as  such  is  suitable  for  standard- 
ization procedures.  It  is  not  available  in  dosage  form,  but  fs  supplied  in  1 cc. 
ampules,  each  containing  25  micrograms,  for  investigational  use  only. 

A review  of  the  literature  on  Biotin,  prepared  by  our  technical  staff,  is  available 
in  booklet  form  to  those  interested  in  nutritional  research. 

Inquiries  should  be  addressed  to 

RESEARCH  LABORATORIES 

S.M.A.  CORPORATION,  CHAGRIN  FALLS,  OHIO 

S.M.A.  CORPORATION  • CHICAGO  • ILLINOIS 


PneiU&uAlif 


PRODUCERS  OF  S-M-A 

(FOR  INFANTS  DEPRIVED  OF  BREAST  MILK)  and 


i > /^mJdemicaLi 


REG.  U.S.  PAT.  OFF. 


In  the  past  a frequent  complaint  from  mothers  was  the  expense 
incurred  when  the  large  bottle  of  antiricketic 
was  accidentally  upset. 


can 


OLEUM  PERCOMORPHUM 


Even  if  the  bottle  of  Oleum  Percomorphum  is  accidentally  tipped  over,  there  is  no  loss  of 
precious  oil  nor  damage  to  clothing  and  furnishings.  The  unique  Mead’s  Vacap-Dropper* 
is  a tight  seal  which  remains  attached  to  the  bottle,  even  while  the  antiricketic  is  being 
measured  out.  Mead’s  Vacap-Dropper  offers  these  extra  advantages  also,  at  no  increase  in  price: 


Unbreakable 

Mead’s  Vacap-Dropper  will  not 
break  even  when  bottle  is  tipped 
over  or  dropped.  No  glass  dropper 
to  become  rough  or  serrated. 

No  “messiness” 

Mead’s  Vacap  - Dropper  protects 
against  dust  and  rancidity.  (Rancid- 
ity reduces  vitamin  potency.)  Sur- 
face of  oil  need  never  be  exposed  to 
light  and  dust.  This  dropper  cannot 
roll  about  and  collect  bacteria. 


Accurate 

This  unique  device,  after  the  patient 
becomes  accustomed  to  using  it, 
delivers  drops  of  uniform  size. 

No  deterioration 

Made  of  bakelite,  Mead’s  Vacap- 
Dropper  is  impervious  to  oil.  No 
chance  of  oil  rising  into  rubber 
bulb,  as  with  ordinary  droppers, 
and  deteriorating  both  oil  and  rub- 
ber. No  glass  or  bulb  to  become 
separated  while  in  use. 


* Supplied  only  on  the  50  c.c.  size;  the  lOc.c.  size  is  still  supplied  with  the  ordinary  type  of  dropper. 

OLEUM  PERCOMORPHUM 

More  Economical  Now  Than  Ever 


MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA,  U.  S.  A. 


How  to  Use 
MEAD’S 

Vacap-Dropper 

Remove  both  top  and  side  caps. 
Wipe  dropper  tip.  Place  fore- 
finger firmly  over  top  opening 
and  regulate  rate  of  flow  by 
varying  the  degree  of  pressure. 
Oleum  Percomorphum  is  best 
measured  into  the  child's 
tomato  juice.  This  is  just  as 
convenient  and  much  safer 
than  dropping  the  oil  directly 
into  the  baby's  mouth,  a prac- 
tice which  may  provoke  a 
coughing  spasm. 


MEAD'S 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing  their  reaching  unauthorized  persons - 
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WAR  WOUNDS  OF  EXTREMITIES 
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EMERGENCY  MEDICAL  SERVICES 

PROGRESS  REPORTS 


ANNUAL  MEETING,  JUNE  6 AND  7, 1942,  HONOLULU 


• The  strictly  regulated  program  of  the  Army 
helps  to  harden  the  soft,  lackadaisical  rookie. 

But  what  about  the  men  who  remain  in 
civilian  life? 

When  the  deleterious  effect  of  a soft  civil- 
ian life — irregular  habits,  lack  of  exercise, 
faulty  diet — leads  to  constipation,  the  use  of 
Petrogalar*  is  frequently  indicated. 

Petrogalar  adds  bland,  unabsorbable  mois- 
ture to  the  stool  to  induce  a soft,  easily  passed 
mass. 

Consider  its  use  for  the  treatment  of  con- 
stipation. Petrogalar  is  pleasant  to  take  and 
economical  to  use. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

P etrogalar 


• Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral 
oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil  suspended 
in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 


To  allay  the  racking  cough  of  acute  trachitis 
and  bronchitis  with  sedatives  alone  might 
require  doses  of  such  size  that  the  neces- 
sary drainage  might  be  interfered  with.  The 
administration  of  the  proper  combination  of 
expectorants  with  sedatives  will  usually  fore- 
stall the  long-continued  paroxysms  which  so 
exhaust  the  patient  that  recovery  is  delayed. 


CHERACOL* 

Color — Bright  cherry  red  Flavor — Sweet,  cherry 

EACH  FLUIDOUNCE  CONTAINS: 

Codeine  Phosphate 1 gr. 

Chloroform 2 grs. 

Potassium  Gualacolsulfonate S grs. 

Ammonium  Chloride 8 grs. 

Antimony  and  Potassium  Tartrate  1/12  gr.  / I 

with  White  Pine  and  Wild  Cherry  Barks  I COUGH  J PRESCRIPTIONS 

IN  2 OZ.,  4 OZ  , AND  PINT  BOTTLES  f X 

, of  W/erit 

CIDICOL  ' w * 

Color — Orange  Flavor — Tart,  citrous 

EACH  FLUIDOUNCE  CONTAINS: 

Ethylmorphlne  Hydrochloride 1/4  gr. 

Potassium  Gualacolsulfonate 8 grs. 

Potassium  Citrate 20  grs. 

Citric  Acid 6 grs. 

IN  PINT  BOTTLES 

EXEMPT  NARCOTICS  RECORD  REQUIRED 

Sedative  • Attractively  Colored  and  Flavored  • Expectorant 


L Upiohit  t 

-M.  -W  KALAMAZOO.  MICHIGAN 


SINCE  1886 

•Trademark  Reg.  U.  S.  Pat.  Off. 


FINE 


PHARMACEUTICALS 


Another  defense  problem  solved 


the  American  soldier’s  identification 


tag  now  carries  his  blood  type. 

Type  the  blood  of  every  soldier”  was  the  recent 
order  issued  by  American  Army  officers. 

To  aid  the  Army  surgeons  in  fitting  such  a vast 
blood  grouping  program  into  their  schedule,  Led- 
erle  developed  a new  dried  blood  serum  with  impor- 
tant advantages  over  human  serum.  Less  costly  and 
more  stable,  this  new  serum  is  derived  from  im- 
munized rabbits.  Large  amounts  of  rabbit  serum  are 
reduced  to  small  quantities  of  a stable  and  uniformly 
potent  powder.  The  new  product  results  in  much 
greater  speed  in  the  agglutination  reaction.  Now,  in 
an  incredibly  short  time,  clumping  of  the  A,  B and 
AB  cells  is  visible  to  the  naked  eye. 

Among  other  qualities  found  in  the  blood  group- 
ing sera  are  greater  accuracy  and  uniformity  of  re- 
sults. Stability  is  assured;  the  product  lasts  indefi- 
nitely. The  Lederle  serum  has  received  Army  sur- 
geons’ approval.  “Blood  Grouping  Sera  (Powdered) 
Lederle”  are  in  extensive  use  in  the  Army  camps. 

Lederle  Laboratories,  ixc. 
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Come  what  may  in  1942,  it  is  certain  that 
American  physicians  will  not  lack  the  means  of 
effectively  combating  malaria.  . . . Atabrine 
dihydrochloride,  whose  high  prophylactic  and 
therapeutic  antimalarial  value  is  universally 
conceded,  has  been  synthesized  in  our  labora- 
tories for  years.  Productive  capacity  is  more/' 
than  sufficient  for  normal  requirements.  ; J 
Our  experienced  and  resourceful  organi- 
zation is  ready  to  respond  to  any  emer- 
gency in  military  or  civil  medical  practice. 
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Exanthem  Subitum  (Roseola  Infantum) 

A Review  of  the  Literature  and  Report 
of  Eighty  Cases 

Teruo  Yoshina,  M.  D. 

Hilo,  Hawaii 


Probably  the  most  common  perennial  exanthe- 
matous disease  of  infants  and  children  under  two 
years  of  age  in  Hawaii  is  exanthem  subitum  (ro- 
seola infantum). 

This  disease  was  first  described  by  Zahorsky  1 
in  1913  as  a clinical  entity  under  the  name  of  ro- 
seola infantum.  In  1921  Veeder  and  Hempel- 
niann  2 gave  it  the  name  of  exanthem  subitum  and 
described  the  characteristic  blood  findings. 

The  most  constant  features  of  the  disease  are 
irritability  and  abrupt  onset  of  prodromal  fever 
which  lasts  for  three  or  four  days.  The  fever  drops 
either  by  crisis  or  lysis  and  is  followed  by  an 
eruption  which  fades  in  twenty-four  to  forty-eight 
hours.  It  is  occasionally  ushered  in  by  convulsions. 
Other  symptoms  such  as  mild  coryza,  red  throat, 
diarrhea  and  vomiting  may  be  present.  The  blood 
count  usually  shows  a decrease  in  the  polymorpho- 
nuclear leukocytes  and  relative  lymphocytosis. 
This  illness  is  frequently  confused  with  othei  ex- 
anthematous diseases  of  childhood  or  eruptions 
due  to  other  causes  and  hence  it  is  of  diagnostic 
importance.  Complications  are  rare. 

This  is  a review  of  80  cases  of  exanthem  subi- 
tum which  were  observed  in  private  practice  in 
Hilo  during  the  past  five  years.  48  cases  were 
observed  before  the  eruption  and  the  remaining 
32  after  the  appearance  of  rash. 

As  to  racial  distribution,  there  were  71  Japan- 
ese, 4 part-Hawaiians,  3 Caucasians,  1 Chinese 
and  1 Filipino. 

A textbook  of  pediatrics,3  and  most  reports, 
state  that  exanthem  subitum  occurs  primarily 
in  children  under  2/2  to  3 years,  of  age.  Only 
a few  reports  in  older  children  are  available,  and 


Cutts,4  in  1938,  reported  a case  occurring  in  an 
adult.  The  youngest  patient  was  seven  weeks  old 
and  the  oldest  was  twenty-nine  months  of  age  in 
this  series  of  cases.  Infants  and  small  children 
between  five  and  fourteen  months  were  most  sus- 
ceptible. 


Table  1.  Age  Distribution  of  80  Cases  of  Exanthem  Su- 
bitum observed  in  Hilo. 


Age 

(Months) 

Number 
of  Cases 

Age 

(Months) 

Number 
of  Cases 

1 

0 

16 

1 

2 

2 

17 

3 

3 

2 

18 

0 

4 

2 

19 

2 

5 

5 

20 

0 

6 

9 

21 

2 

7 

13 

22 

0 

8 

2 

23 

1 

9 

6 

24 

0 

10 

10 

25 

0 

11 

3 

26 

0 

12 

7 

27 

0 

13 

4 

28 

0 

14 

4 

29 

1 

15 

1 

30 

0 

Boys  were  affected  more  than  twice  as  often 
as  the  girls,  54  to  26  respectively,  or  a ratio  of 
2 to  1 . One  observer  5 found  a ratio  of  3 to  2 in 
favor  of  boys  while  another  6 reported  an  equal 
distribution  between  the  sexes. 

There  does  not  appear  to  be  any  seasonal  in- 
cidence of  this  disease  in  Hawaii  (Table  2).  Others 
have  reported  that  it  was  more  prevalent  during 
the  fall  or  early  spring  6>  7 . Since  this  disease  is 
not  reportable,  its  prevalence  cannot  be  ascertained 
accurately.  Undoubtedly,  most  cases  are  diagnosed 
as  German  measles  or  measles,  or  not  at  all. 
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Table  2.  Monthly  distribution  of  Exanthein  subitum 
cases  observed  in  Hilo  during,  1938,  1939,  1940, 
1941  and  number  of  influenza  cases  reported 
to  the  Hilo  Board  of  Health  office  from  the  city 
of  Hilo  during  1940. 


Exanthem 

Subitum 

1938 

Exanthem 

Subitum 

1939 

Exanthem 

Subitum 

1940 

Exanthem 

Subitum 

1941 

Influenza 
Cases 
Reported 
1940  t 

January 

i 

1 

2 

3 

0 

February 

i 

1 

3 

0 

0 

March 

0 

1 

2 

4 

0 

April 

0 

0 

1 

5 

0 

May 

i 

0 

0 

4 

1 

June 

l 

0 

0 

2 

0 

July 

0 

0 

5 

5 

0 

August 

0 

1 

3 

4 

0 

September 

0 

2 

1 

6 

1 

October 

1 

1 

1 

4 
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November 

0 

0 

3 

3 

171 

December 

2 

0 

3 

* 

12 

t These  data  were  furnished  by  Mr.  B.  J.  McMorrow, 
Chief  Administrative  Healtli  Officer,  Island  of  Hawaii 

Figures  for  December  1941  are  not  included. 


In  many  cases  there  were  very  few  symptoms 
and  signs  except  fever  and  irritability.  The  fact 
that  thirty-two  cases  were  brought  in  after  the 
eruption  appeared  substantiates  this  fact.  In  most 
cases  parents  attributed  the  illness  to  “teething” 
until  the  rash  appeared.  Most  authors  stress  the 
point  that  in  spite  of  high  fever  there  is  a dearth 
of  symptoms  and  signs  to  account  for  the  illness 
and  the  child  does  not  seem  ill.  The  fever  is 
variable ; the  highest  in  this  series  was  106.8  degree 
F.  rectally.  Lucas  8 states  that  there  are  neither 
gastrointestinal  symptoms  such  as  vomiting  and 
diarrhea,  nor  respiratory  symptoms,  signs  of  cory- 
za, sore  throat  or  cough.  The  eleventh  edition  of 
Holt's  “Diseases  of  Infancy  and  Childhood” 
(1940)  mentions  that  catarrhal  symptoms  are 
usually  absent.  Dickey,  in  1936,  is  the  first,  to  my 
knowledge,  to  have  stated  that  numerous  other 
symptoms  may  be.  present  and  the  findings  in 
this  series  are  in  agreement  with  his  observations 
and  those  of  Barenbcrg  and  Greenspan.  Unless 
this  fact  is  kept  in  mind  the  diagnosis  of  exanthem 
subitum  will  be  missed  on  the  first  visit.  Out  of 
the  48  cases  which  were  seen  before  the  eruption, 
37  were  diagnosed  and,  in  the  remaining  11  cases, 
the  diagnosis  was  not  made  on  the  first  visit  due 
to  the  following  reasons:  6 of  the  11  had  an  in- 
jected throat  and  2 of  these  also  had  markedly 
injected  buccal  mucous  membranes  with  minute 
red  punctate  spots  where  the  Koplik’s  spots  are 
usually  found  in  measles;  and  1 had  follicular 
tonsillitis.  3 of  these  11  had  diarrhea  as  the  chief 
complaint ; one  of  the  3 had  nasopharyngitis  for 


about  a week  besides  the  diarrhea,  and  another 
was  an  infant  seven  weeks  of  age  in  whom  this 
disease  was  not  suspected  because  of  the  age  and 
the  diarrhea.  Only  one  of  the  1 1 had  no  significant 
finding  to  explain  the  fever  and  irritability,  and 
a blood  examination  done  a few  hours  after  the 
onset  of  the  illness  showed  a total  white  cell  count 
of  8,200  with  62  per  cent  polymorphonuclear  leu- 
kocytes. These  symptoms,  signs,  and  the  blood 
count  were  misleading.  Analysis  of  the  80  cases 
showed  the  following  symptoms  and  signs  besides 
the  fever,  irritability  and  rash: 


1.  Convulsions  at  the  onset  of  illness  2 cases 

2.  Bulging  anterior  fontanel  1 case 

3.  Injected  throat  30  cases 


6 of  these  had  nasopharyngitis  and 
2 were  coughing. 

4 had  follicular  tonsillitis. 

Throat  cultures  in  two  were  pure  staphy- 
lococcus aureus  and  in  another  gram 
negative  bacilli  were  found. 

6 of  these  30  had  markedly  injected  buccal 
mucous  membranes,  of  these  5 had 
minute  red  punctate  spots. 

One  had  aphthous  stomatitis  lesions  and 


was  coughing. 

4.  Constipation  2 cases 

Erythrocyte  sedimentation  time  in  one 
was  within  normal  limits. 

5.  Diarrhea  8 cases 

6.  Diarrhea  and  vomiting  1 case 

7.  Vomiting  - 2 cases 

8.  Purulent  otitis  media  1 case 

9.  Drowsy  facial  expression  17  cases 

10.  Palpable  postauricular  and  occipital 

glands  35  cases 


Veeder  and  Hempelmann  in  1921  found  char- 
acteristic leukopenia  and  relative  lymphocytosis  in 
their  cases.  Faber  and  Dickey  in  1927  and  Baren- 
berg  and  Greenspan  in  1939  reported  that  in  their 
cases  the  relative  lymphocytosis  was  more  con- 
stant than  the  reduction  in  the  total  white  cells. 
In  this  series  62  total  white  cell  counts  and  59 
differential  counts  were  done  on  58  patients.  The 
highest  white  cell  count  was  21,800  and  the  low- 
est 800  per  cubic  millimeter.  There  were  19  white 
cell  counts  of  7,000  or  less  while  a count  of  over 
7,000  occurred  43  times.  Lymphocyte  counts  of 
less  than  70  per  cent  were  encountered  17  times, 
while  those  of  over  70  per  cent  occurred  42  times. 
Most  of  the  low  lymphocyte  counts  occurred  during 
the  first  two  days  of  illness.  Out  of  11  cases  in 
whom  the  blood  was  examined  on  the  first  day 
of  illness,  four,  or  36  per  cent,  had  less  than  50 
per  cent  lymphocytes,  while  only  one  patient  out 
of  the  fifteen  cases  studied  showed  less  than  50 
per  cent  on  the  second  day  of  illness.  Only  one 
had  18  per  cent  lymphocytes  after  the  rash  ap- 
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peared  on  the  fourth  day  of  illness.  He  had  an 
infected  ear  canal  and  was  afebrile.  From  the 
second  day  onward  the  lymphocytes  were  pre- 
dominating (Table  3).  Others 6 have  reported 

Tabic  3.  62  total  ichite  cell  counts  and  59  differential 
counts  on  58  cases  of  cxanthem  subitum. 


Type  of  blood  count 


Day  of  illness 

WHEN  BLOOD  COUNT  WAS  DONE 


1st 

2nd 

3rd 

4th 

5th 

6th 

Total  white  cell  count 
below  7,000  per  cu.  mm. 

2 

4 

5 

5 

3 

0 

Total  white  cell  count 
above  7,000  per  cu.  mm. 

9 

12 

7 

8 

6 

1 

Lymphocytes  0 to  40% 

2 

1 

0 

2 

0 

0 

Lymphocytes  41  to  50% 

2 

0 

0 

0 

0 

0 

Lymphocytes  51  to  60% 

1 

1 

1 

0 

0 

0 

Lymphocytes  61  to  70% 

1 

4 

0 

2 

0 

0 

Lymphocytes  71  to  80% 

4 

6 

5 

3 

4 

0 

Lymphocytes  81  to  90% 

1 

2 

5 

5 

3 

0 

Lymphocytes  91  to  100% 

0 

0 

1 

0 

2 

1 

that  in  spite  of  other  infection  lymphocytosis  is 
the  rule.  Since  there  is  granulopenia  and  relative 
lymphocytosis,  the  chamber  differential  count  of 
the  white  blood  cells  was  used  exclusively.  A 
smear  examination  as  a check  on  the  chamber 
differential  count  showed  that  in  this  disease  de- 
tailed smear  examination  is  not  necessary  in  es- 
tablishing the  diagnosis.  That  thirty-seven  cases 
were  diagnosed  before  the  eruption  with  the  aid 
of  this  method  of  blood  examination  is  sufficient 
proof  of  the  reliability  of  this  method. 


However,  there  are  occasional  cases  with  typi- 
cal symptoms  and  signs  and  blood  picture  of  ex- 
anthem subitum  without  rash  at  the  end  of  the 
febrile  period.  There  was  one  such  case.  A child 
was  seen  on  the  third  day  of  illness  with  a fever 
of  101.5  F.  On  physical  examination  he  appeared 
drowsy  and  only  a slightly  injected  throat  and 
moderately  palpable  occipital  glands  were  found. 
White  cell  count  was  10,400  with  80  per  cent 
lymphocytes.  Two  days  later  he  was  afebrile  but 
there  was  no  eruption.  Dickey  recommends  that 
the  patient  be  observed  at  least  forty-eight  hours 
after  the  fall  in  temperature  when  this  disease  is 
suspected.  Barenberg  and  Greenspan  reported  one 
such  case  and  considered  this  an  abortive  or  modi- 
fied form  of  roseola  infantum.  Zahorsky  suggests 
the  name  of  “roseola  sine  eruptione”.10 

Most  observers  reported  that  the  fever  usually 
drops  by  crisis.  However,  an  observation  made 
in  an  institution  where  the  temperature  was  re- 
corded every  four  hours  showed  that  the  number 
of  cases  were  equally  divided  between  the  two 


groups  where  the  fever  dropped  by  crisis,  and  by 
lysis.  In  office  practice  this  cannot  be  determined 
accurately,  but  in  several  cases  on  the  last  day  of 
illness,  patients  who  had  low  grade  fever  were 
brought  in  for  the  second  time.  In  these  cases 
the  fever  gradually  dropped  to  normal  within  a 
few  hours.  These  cases  belonged  to  the  group 
where  the  fever  dropped  by  lysis. 

In  61  cases  the  rash  appeared  on  the  fourth  day 
of  illness.  None  of  the  80  children  in  this  series 
were  bothered  by  the  rash  and  no  local  treatment 
was  necessary.  The  rash  was  rose  red  to  pink  in 
color,  and  macular  and  maculopapular,  not  unlike 
the  rash  in  measles,  and  was  confined  mostly  to 
the  trunk  and  the  face  and  to  a lesser  extent  to 
the  extremities.  Barenberg  and  Greenspan  re- 
ported that  in  their  series  the  average  time  of 
appearance  of  the  rash  was  three  and  nine-tenths 
days  after  the  onset  of  the  illness.  Dickey  suggests 
that  the  rash,  before  its  appearance  to  an  unaided 
eye,  may  sometimes  be  seen  under  the  ultraviolet 
light  as  long  as  twenty-four  hours  before  the  crisis. 
In  office  practice  close  vigilance  cannot  be  made 
and  reliance  is  placed  on  history,  and  the  data 
may  not  be  as  accurate  as  in  a study  made  in  an 
institution.  In  one  case,  a girl  2l/2  months  old, 
the  rash  appeared  without  apparent  sign  of  ill- 
ness. The  total  white  cell  count  was  7,200  with 
80  per  cent  lymphocytes.  This  was  probably  a 
mild  case  of  the  disease.  In  10  cases  eruption 
occurred  on  the  third  day ; in  5 on  the  fifth  day ; 
in  2 on  the  sixth  day ; and  in  1 on  the  seventh  day 
of  illness.  Out  of  5 in  whom  the  rash  appeared 
on  the  fifth  day,  2 had  nasopharyngitis  and  1 had 
diarrhea.  Of  the  2 who  had  rash  on  the  sixth  day 
of  illness,  1 had  follicular  tonsillitis  with  white  cell 
count  of  16,000  with  72  per  cent  lymphocytes  while 
the  other  had  concomitant  purulent  otitis  media 
in  whom  myringotomy  was  done  on  the  third  day. 
The  while  cell  count  on  the  first  visit  on  the  third 
day  was  15,000  with  74  per  cent  lymphocytes.  In 
the  child  where  the  rash  appeared  on  the  seventh 
day  of  illness  the  total  white  cell  count  on  the 
fourth  day  was  13,400  with  40  per  cent  lympho- 
cytes. On  the  sixth  day  he  was  still  feverish  and 
the  total  white  cell  count  was  18,600  with  92  per 
cent  lymphocytes.  Most  of  these  cases  with  rash 
appearing  beyond  the  fourth  day  of  illness  had 
either  tonsillitis,  nasopharyngitis,  otitis  media  or 
diarrhea. 

There  were  no  complications  in  this  series. 
Ikeda  11  reported  in  1925  that  24  per  cent  of  his 
70  cases  had  a complicating  otitis  media.  Baren- 
berg and  Greenspan  had  3 cases  of  otitis  media 
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in  their  series  of  54  cases  and  in  spite  of  purulent 
infection,  as  a result  of  otitis  media  there  were 
typical  lymphocytosis  and  leukopenia.  There  was 
only  1 case  of  otitis  media  in  this  series  and  as 
mentioned  above  myringotomy  was  performed 
on  the  third  day  and  the  rash  appeared  on  the 
sixth  day.  The  cases  with  convulsions  or  bulging 
anterior  fontanel  showed  no  sequelae.  Convul- 
sions were  due  chiefly  to  abrupt  onset  of  fever. 
The  spinal  fluid  findings  in  such  cases  have  been 
negative  in  my  experience. 

Since  more  than  one  child  of  susceptible  age 
is  rarely  present  in  a family  at  the  same  time, 
neither  the  infectiousness  nor  the  incubation  pe- 
riod of  the  disease  can  be  studied  from  cases  seen 
in  office  practice.  Observations  made  in  institu- 
tions show  that  it  is  moderately  infectious  12  and 
place  the  incubation  period  as  between  five  and 
fifteen  days,  with  an  average  of  ten  days. 

As  far  as  pathology  is  concerned  this  disease 
is  of  slight  importance  compared  to  other  exanthe- 
matous diseases,  but  the  symptoms  may  be  quite 
annoying.  I agree  with  Stafford 13  that  unless 
this  disease  is  kept  in  mind  it  can  cause  much 
anxiety  not  only  to  the  parents  but  to  the  attending 
physician  as  well.  The  diagnosis  of  exanthem 
subitum  is  not  difficult  even  before  the  eruption. 
The  patient  is  usually  under  two  years  of  age  and 
is  quite  irritable  and  upon  examination  there  may 
he  no  positive  findings  to  explain  the  cause  of 
fever.  Quite  often  injection  of  the  throat,  naso- 
pharyngitis, tonsillitis,  diarrhea,  vomiting,  drowsi- 
ness or  palpable  postauricular  and  occipital  glands 
may  be  present.  Occasionally  minute  red  punctate 
spots  may  be  present  in  the  mouth  which  resemble 
the  Koplik’s  spots  of  measles  except  in  color. 
Quite  often  there  is  a history  of  exposure  to  cold 
atmosphere,  such  as  having  been  taken  for  a ride, 
or  to  the  beach.  Blood  examination  will  aid  in 
the  diagnosis  in  most  cases  even  from  the  first  day 
of  illness.  It  is  differentiated  from  measles  by  the 
normal  temperature  when  the  rash  appears  and 
the  absence  of  lacrimation  and  marked  coryza,  and 
from  German  measles  by  the  blood  count  and 
longer  prodromal  fever. 

Discussion 

Most  observers  consider  exanthem  subitum  as 
a disease  entity  with  a specific  cause  of  unknown 
etiology,  although  some  authors  feel  that  it  is  not 
a clinical  entity  but  an  atypical  form  of  influenza 
with  toxic  rash  l4>  is  Barenberg  and  Greenspan 
reported  that  one  of  their  exanthem  subitum  pa- 
tients developed  “grip”  at  a later  date.  In  1940, 


during  the  epidemic  of  influenza  in  Hilo,  no  in- 
crease in  the  number  of  cases  of  exanthem  subi- 
tum was  observed  (Table  2).  This  finding  is  in 
full  agreement  with  that  of  Zahorsky,  who  states 
that  during  grip  epidemics  this  exanthem  is  only 
occasionally  encountered.  It  is  my  observation 
that  when  common  colds  are  prevalent  cases  of 
exanthem  subitum  are  seldom  seen  in  the  office. 

Some  maintain  that  this  disease  may  be  an 
expression  of  allergy  toward  some  food  substances 
or  medicine.  However,  careful  study  of  Baren- 
berg and  Greenspan  in  an  institution  and  the  report 
of  Ryden  16  discount  this  theory.  Zahorsky  states 
that  in  this  condition  there  is  an  absence  of  eosino- 
philia. 

Certain  features  of  the  disease  suggest  that  it 
may  be  an  aberrant  form  of  rubeola.  30  cases  in 
this  series  had  injected  throat.  Out  of  these,  6 
had  markedly  injected  buccal  mucous  membranes 
of  whom  5 had  minute  red  punctate  spots  where 
the  Koplik’s  spots  are  usually  present  in  measles. 
These  spots  were  red  instead  of  white  as  in  mea- 
sles. In  3 cases  they  were  present  only  on  the  left 
side  of  the  mouth  and  in  2 on  both  sides.  In  3 
cases  they  were  present  before  the  eruption  and 
in  2 who  were  seen  after  the  eruption,  they  were 
still  present.  These  spots  were  not  aphthous  sto- 
matitis lesions.  17  patients  appeared  drowsy, 
somewhat  similar  to  the  expression  found  in 
measles.  These  findings  seem  to  corroborate  the 
theory  that  it  may  be  an  aberrant  form  of  rubeola. 
However,  the  review  of  80  cases  shows  that  there 
are  no  constant  findings  in  the  mouth  and  throat 
in  exanthem  subitum  as  in  measles.  This  was 
also  the  observation  of  Jones.17 

Although  secondary  infection  is  a possibility, 
the  presence  of  upper  respiratory  infections  is 
probably  a coincidental  infection  rather  than  a 
part  of  the  picture  of  exanthem  subitum.  Chang- 
ing blood  picture  and  eruption  beyond  the  fourth 
day  of  illness  favor  this  opinion.  Occasionally  the 
first  blood  count  will  show  predominance  of  the 
polymorphonuclear  cells  and  a second  count  a day 
or  two  later  may  show  increase  in  lymphocytes. 
This  reversal  of  blood  picture  seems  to  occur  a 
few  days  before  the  eruption  even  in  the  presence 
of  concomitant  infection.  There  was  only  one  case 
which  failed  to  show  this  blood  picture  in  spite 
of  the  rash  on  the  fourth  day  with  normal  tempera- 
ture. 

Vomiting,  diarrhea  or  constipation  are  com- 
monly present  in  infants  and  young  children  in 
association  with  acute  febrile  disturbances  and 
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many  infections.  In  one  child  with  bulging  an- 
terior fontanel  there  was  no  emesis  while  in  others 
with  vomiting  other  manifestations  of  cerebral 
disturbances  were  absent.  Diarrhea  was  mild  in 
all  cases.  Stools  were  loose  to  watery  in  con- 
sistency and  yellow  to  green  in  color. 

The  enlargement  of  the  postauricular  and  occi- 
pital lymph  nodes  is  more  than  an  incidental  find- 
ing. There  were  35  patients,  or  44  per  cent  of 
the  cases,  with  enlarged  glands.  In  one  child 
enlarged  occipital  glands  with  fever  was  the  chief 
complaint.  Many  of  the  apparently  normal  infants 
and  small  children  of  Hawaii  perspire  quite  pro- 
fusely on  the  head  and  it  was  felt  that  this  was 
one  of  the  reasons  for  the  frequency  of  the  enlarge- 
ment of  the  glands.  However,  in  the  child  health 
conferences  only  about  15  per  cent  of  the  infants 
and  small  children  have  palpable  postauricular  and 
occipital  glands,  and  these  are  in  no  way  com- 
parable in  extent  and  degree  to  those  encountered 
in  exanthem  subitum. 

Conclusions 

1.  Exanthem  subitum  (roseola  infantum)  is 
the  commonest  perennial  exanthematous  disease 
in  Hawaii  in  infants  and  small  children  under  two 
years  of  age.  It  is  most  frequently  observed  be- 
tween the  ages  of  five  and  fourteen  months. 

2.  Symptoms  and  signs  other  than  fever  and 
irritability  may  be  present.  These  are  probably  due 
to  the  presence  of  concomitant  infection. 

3.  The  diagnosis  of  exanthem  subitum  is  not 
difficult  if  this  disease  is  kept  in  mind  and  blood 
examination  is  made  whenever  it  is  suspected. 
Chamber  differential  count  is  just  as  helpful  as  a 
smear  examination.  Granulopenia  and  lymphocy- 
tosis are  more  constant  than  leukopenia  and  they 
are  present  a few  days  before  the  eruption. 

5.  This  disease  as  observed  in  Hawaii  is 
similar  to  cases  seen  elsewhere. 
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Ward  Rounds  in  a Sugar  Plantation  Hospital 

Reports  of  Five  Cases 

H.  M.  Patterson,  m.d. 

Olaa,  Hawaii 


It  was  felt  that  an  informal  article  presenting 
brief  case  histories  of  certain  patients  in  a sugar 
plantation  hospital  would  be  of  interest  not  only 
to  Mainland  physicians  but  also  to  such  Honolulu 
physicians  as  have  never  visited  one  of  these  hos- 
pitals. Possibly,  too,  other  plantation  physicians 
may  find  some  phase  of  one  or  more  of  these  cases 
of  sufficient  interest  to  justify  this  presentation. 

The  cases  selected  for  this  report  were  all  pa- 
tients of  the  Olaa  Hospital  on  December  1,  1941. 
It  may  be  that  in  some  of  them  insufficient  labora- 
tory work  has  been  done : possibly  plantation  hos- 
pitals should  place  more  emphasis  on  such  proce- 
dures. The  cases  are  all  presented  in  summary, 
lengthy  details  being  omitted.  Without  further 
apology,  a brief  trip  through  the  wards  of  a plan- 
tation hospital  will  be  made. 

Case  Reports 

Case  1.  Number  57,  E.P.,  a 12  year  old  boy,  was 
admitted  Nov.  28,  1941,  complaining  of  pain  in  the  right 
side  of  the  neck  of  thirty-six  hours’  duration.  He  also 
stated  that  his  throat  was  sore. 

Examination  showed  what  appeared  to  be  acute 
myositis  of  the  right  sternocleidomastoid  muscle.  The 
pharynx  was  slightly  reddened ; the  temperature  was 
99F,  pulse  100  per  minute,  respirations  20  per  minute, 
and  the  urine  normal.  There  was  a leukocytosis  of 
13,400,  with  70%  polymorphonuclear  leukocytes;  the 
hemoglobin  was  65%  of  normal,  and  the  red  count  3.57 
million  per  cubic  millimeter.  Reflexes  were  generally 
hyperactive.  There  was  limited  motion  in  the  right 
sternocleidomastoid  muscle,  the  patient  preferring  to 
hold  his  head  turned  toward  the  left  side. 

The  patient  was  given  7(4  grains  (0.5  grams)  of  sul- 
fathiazole  every  eight  hours : despite  the  negative  cul- 
tures, it  was  thought  he  might  have  an  early  streptococ- 
cic sore  throat.  Twenty-four  hours  after  admission  his 
temperature  was  98.6F  and  his  pulse  80;  he  felt  much 
better.  Forty-eight  hours  after  admission  he  refused  to 
eat,  stating  that  he  could  not  open  his  mouth  well  or 
chew  food. 

Examination  at  this  time  showed  a moderate  degree 
of  tetany  of  the  muscles  of  the  jaw  and  neck.  There 
was  also  some  stiffness  of  the  back. 

(Though  he  had  previously  denied  any  nail  wounds, 
our  records  showed  that  he  had  been  treated  for  a nail 
puncture  wound  of  the  right  sole  two  months  before.  At 
that  time  the  wound  was  opened,  iodine  injected  with 


a needle  to  its  depths,  and  1500  units  of  tetanus  anti- 
toxin given.) 

The  patient  then  proceeded  to  develop  the  typical 
picture  of  tetanus,  with  spasm  of  muscles,  particularly 
those  of  the  jaw,  neck,  abdomen  and  spine.  He  was  given 
various  sedatives,  especially  nembutal  in  1(4  grain 
doses,  without  relief.  Finally,  on  December  1,  he  was 
given  by  rectum  50  cc.  of  Barb-eth-oil,  a mixture  of 
ether,  mineral  oil,  Neonal  and  ethyl  barbituric  acid 
which  we  have  used  extensively  as  an  obstetrical  anal- 
gesic. He  was  free  of  spasm  for  twenty-four  hours,  and 
slept  well.  This  was  repeated  the  following  night. 

The  morning  after  the  first  dose  of  Barb-eth-oil  the 
patient  began  to  take  liquids,  and  from  then  on  showed 
steady  improvement.  He  had  been  given  a total  of 
40,000  units  of  tetanus  antitoxin — one-half  by  vein,  one- 
fourth  intraspinally  and  one-fourth  intramuscularly — 
upon  the  appearance  of  tetany  of  the  jaw  muscles.  The 
spinal  fluid  cell  count  was  six,  and  other  tests  on  it  were 
normal.  One  day  later  an  additional  40,000  units  was 
given  by  muscle  and  vein,  and  4,000  units  injected 
around  the  site  of  the  old  nail  wound;  the  area  of  the 
wound  itself  was  excised.  The  patient  was  discharged, 
well,  on  December  10. 

This  case  is  of  interest  because  of  the  development 
of  tetanus  two  months  after  the  original  wound  was 
incurred,  and  because  of  the  relief  of  spasm  by  the  use 
of  rectal  Barb-eth-oil  when  other  drugs  seemed  to  fail. 

Case  2.  Number  719,  K.N.,  a 26  year  old  Japanese 
housewife,  was  admitted  November  27,  1941,  because  of 
fever,  aches  and  pains  all  over  the  body,  severe  head- 
ache, loss  of  appetite,  and  marked  prostration.  Tem- 
perature was  101 F.  Nasal  and  pharyngeal  mucous  mem- 
branes were  congested.  The  white  count  was  6,000  per 
cubic  millimeter.  There  were  no  other  significant  find- 
ings. Five  days  later  the  patient  was  well,  her  tem- 
perature normal,  and  she  was  discharged. 

This  case  is  felt  to  be  one  of  influenza.  Since  Novem- 
ber 15th  I have  had  about  200  such  cases,  and  I definite- 
ly feel  there  is  now  a mild  epidemic  in  the  Territory. 

This  case  is  also  presented  because  of  her  past  his- 
tory. She  was  well  until  the  birth  of  her  second  child, 
in  October  1939,  when  she  began  to  have  frequent  dizzy 
spells,  fatigue  upon  the  slightest  exertion,  and  complete 
inability  to  carry  on  her  usual  household  duties.  Her 
menses  were  regular  and  normal,  her  appetite  excellent, 
and  she  had  no  pain.  Her  weight  fell  off  from  100  to 
as  low  as  87  pounds. 

She  was  extensively  studied  in  the  Olaa  and  Hilo 
Hospitals,  with  the  following  findings:  tuberculin  test 
(P.P.D.)  negative;  urine  and  stool  examinations  nor- 
mal : red  count  4.6  million,  with  14  grams  of  hemoglobin 
and  normal-looking  red  cells;  white  count  8,050,  with 
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40%  polymorphonuclear  leukocytes,  8%  stab  forms,  7% 
metamyelocytes,  42%  lymphocytes,  and  3%  eosinophi- 
les  ; fasting  blood  sugar  77  mgm.  per  hundred  cubic  cen- 
timeters ; non-protein  nitrogen  34.,  urea  nitrogen  15.4, 
uric  acid  3.6,  creatinine  2,  cholesterol  136;  B.M.R. 
+ 15%  and  —2%;  E.K.G.  normal.  Physical  examina- 
tion revealed  only  underweight,  loss  of  tone  and  strength 
of  all  muscles,  brownish  discoloration  of  the  skin  of  her 
face,  and  a blood  pressure  of  100/60. 

Treatment  was  without  avail  until  October,  1940, 
when  it  was  decided  that  she  probably  had  a chronic 
suprarenal  deficiency  and  she  was  started  on  0.5  cc. 
daily  of  an  adrenal  cortical  extract,  1 gram  of  enteric 
coated  sodium  chloride  three  times  a day,  and  a low- 
potassium  diet.  She  noted  immediate  relief,  with  a 
weight  gain  from  87  to  98  pounds  in  two  months,  though 
the  sodium  chloride  had  to  be  stopped  because  of  in- 
tolerance after  three  weeks.  Recently,  synthetic  desoxy- 
corticosterone  acetate  has  been  substituted  for  the  cor- 
ical  extract,  and  she  has  remained  symptom-free  on  a 
dose  of  1 cc.  weekly,  with  immediate  relapse  on  several 
occasions  when  our  supply  of  the  drug  became  ex- 
hausted. It  is  planned  to  secure  pellets  of  this  material 
and  plant  them  in  her  subcutaneous  tissue  for  slow 
absorption. 

Case  3.  Number  669,  T.S.,  a 19  year  old  Japanese 
boy,  was  admitted  October  25,  1941,  because  of  fever, 
headache,  pain  all  over  the  body,  and  a feeling  of  being 
“too  weak  to  stand  up.”  He  had  been  ill  at  home  for 
two  days. 

Examination  revealed  only  generalized  weakness, 
marked  injection  of  the  sclera  of  the  left  eye,  and  fever. 
Temperature  was  101 F,  pulse  100;  the  white  count  was 
19,500,  the  red  count  2.28  million,  and  the  hemoglobin 
50%  of  normal ; the  urine  was  very  dark,  and  showed 
1 plus  albumin.  The  following  day  both  eyes  were  in- 
jected, and  the  patient  developed  epistaxis,  vomited 
blood,  and  had  bloody  stools.  Two  days  later  jaundice 
appeared,  and  steadily  deepened. 

Guinea  pigs  were  inoculated  with  both  urine  and 
blood  ; after  four  days  the  animal  inoculated  with  blood 
died,  and  autopsy  revealed  the  typical  picture  of  Weil’s 
disease,  with  leptospira  in  the  liver  and  kidney  tissues. 

The  nose-bleeds  were  a major  problem  and  required 
constant  treatment,  including  tight  post-nasal  packs. 
Two  blood  transfusions  had  been  given  from  donors 
who  had  not  had  Weil’s  disease.  He  made  slow  but 
steady  recovery  and  was  discharged  on  December  1, 
1941. 

At  the  time  of  this  boy’s  admission,  a near  neighbor 
of  his  was  in  the  hospital  recovering  from  a severe  at- 
tack of  Weil’s  disease,  also  proven  by  recovery  of  lep- 
tospira from  inoculated  guinea-pigs.  (Unlike  this  boy, 
the  neighbor  did  not  show  the  marked  scleral  injection 
that  has  previously  been  commented  upon  by  Dr.  Keav 
of  Pepeekeo.)  Recent  literature  suggests  that  Weil's 
disease  is  a very  rare  condition,  but  our  experience  in 
the  Islands,  as  shown  by  a report  of  the  Bureau  of  Com- 
municable Diseases,  does  not  confirm  this.  However, 
all  cases  of  jaundice  are  not  Weil’s  disease;  the  diag- 
nosis must  always  be  verified  by  accepted  laboratory 
procedures,  including  guinea-pig  inoculation.  A com- 


prehensive article  bringing  this  subject  up  to  date  seems 
indicated. 

Case  4.  Number  753,  W.R.,  a 5 year  old  boy,  was 
admitted  June  7,  1940,  because  of  edema  of  the  face, 
arms,  legs  and  abdomen.  The  urine  showed  4 plus  al- 
bumin, Sp.G.  (not  corrected  for  albumin)  1.020,  acid 
reaction,  and  no  cells,  casts  or  sugar.  The  white  blood 
cell  count  was  13,100  per  cubic  millimeter,  the  hemo- 
globin 75%,  the  red  count  4.75  million;  the  blood  non- 
protein nitrogen  was  34  milligrams  per  hundred  cubic 
centimeters,  the  blood  cholesterol  340,  and  the  serum 
protein  3.8  grams  per  hundred  cubic  centimeters,  of 
which  albumin  was  1.0%,  globulin  1.09%,  and  fibrinogen 
1.7% — a reversal  of  the  albumin-globulin  ratio. 

During  eighteen  months  of  constant  observation  in 
the  hospital,  this  patient  has  shown  no  signs  of  chronic 
nephritis.  He  has  been  tried  on  various  regimes,  the 
most  effective  of  which  has  been  a low-salt,  high-protein 
diet,  with  restriction  of  fluids  to  700  cc.  daily.  Diuretics 
have  proven  ineffectual.  Abdominal  paracentesis  has 
to  be  done  about  once  a month,  about  3 liters  being 
obtained  each  time.  His  mentality  is  high.  Chest  X-ray 
shows  no  evidence  of  adhesive  pericarditis. 

This  boy  is  presented  as  a case  of  lipoid  nephrosis, 
with  a prognosis  of  future  chronic  nephritis  or  death 
from  intercurrent  infection,  such  as  a pneumococcic 
peritonitis.  The  latter  was  the  outcome  of  a similar  case 
we  had  two  years  ago  in  an  eighteen  year  old  boy,  and 
similar  cases  have  been  reported. 

Case  5.  Number  678,  a 28  year  old  Japanese  woman, 
unmarried,  was  admitted  October  28,  1941,  because  of 
a severe  prolapse  of  the  rectum. 

She  had  gone  as  far  as  the  fourth  grade  in  school 
when  she  began  to  become  so  reticent  that  schooling 
was  stopped.  Nine  years  ago,  at  the  age  of  nineteen, 
she  went  to  bed,  and  has  remained  there  since.  Her 
aged  mother  had  been  attending  to  her  every  need. 
She  ate  only  under  compulsion,  and  urinated  and  de- 
fecated in  the  bed;  in  short,  she  led  a completely  vege- 
tative existence,  and  never  spoke  to  anyone.  The  rectal 
prolapse  developed  about  seven  years  ago  and  has  grown 
steadily  worse.  At  the  time  of  admission  it  had  been 
coming  down  every  four  or  five  days,  and  protruded 
about  seven  inches. 

Examination  revealed  a moderately  tall  28  year 
old  girl  weighing  only  79  pounds,  with  flabby,  ribbon- 
like musculature.  She  was  completely  withdrawn,  bury- 
ing her  head  in  her  arms  when  approached,  and  cata- 
tonic : her  arms  and  legs  would  remain  in  any  position 
in  which  they  were  placed,  until  they  became  exhausted. 

The  urine  contained  a trace  of  albumin,  with  15  to 
20  pus  cells  per  high-power  field ; the  white  count  was 
7,000,  the  red  count  2.27  million,  and  the  hemoglobin 
55%.  There  was  a low-grade  vaginitis  and  cervicitis, 
due  to  a prolapse  of  the  uterus  which  accompanied  the 
prolapse  of  the  rectum.  The  protruding  rectum  meas- 
ured about  7 inches  from  its  apex  to  the  dilated  sphinc- 
ter, and  was  about  5 inches  in  diameter  by  reason  of 
edema  and  congestion. 

The  prolapse  was  reduced,  and  the  patient  was 
given  general  supportive  treatment  for  two  weeks.  She 
was  then  submitted  to  a Vernon  David  modification 
of  the  Rehn-Delorme  operation,  as  outlined  by  Horsley, 
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for  correction  of  the  prolapse.  Cyclopropane  anesthesia 
was  used.  Considerable  blood  was  lost,  and  before  the 
operation  was  completed  the  patient  went  into  severe 
shock.  Two  transfusions  of  500  cc.  citrated  blood  each 
were  given,  along  with  oxygen  and  adrenalin,  and  the 
operation  completed.  For  forty-eight  hours  afterward 
she  was  critically  ill,  but  then  began  to  rally  and  has 
improved  rapidly  since.  She  is  now  feeding  herself, 
walking  with  assistance,  and  using  a toilet;  she  greets 
her  physician  with  “Good  morning”  and  answers  simple 
questions  with  “yes”  and  “no.” 

The  report  of  this  case  is  preliminary,  but  it  is 
presented  as  a case  of  schizophrenia,  catatonic  type, 
with  remarkable  recovery  following  a prolonged  period 
of  severe  surgical  shock. 

Summary 

Five  cases  in  the  wards  of  a sugar  plantation 


hospital  have  been  presented : ( 1 ) a case  of  tetanus 
beginning  two  months  after  the  wound  that  pre- 
sumably caused  it,  and  relieved  by  rectal  barbitu- 
rates and  ether  in  oil;  (2)  a case  of  influenza  in 
a patient  believed  to  have  Addison’s  disease,  with 
the  suggestion  that  an  influenza  epidemic  may  be 
beginning  in  the  Territory;  (3)  a case  of  Weil’s 
disease,  with  the  suggestion  that  a comprehensive 
article  on  this  subject  seems  indicated  because  of 
the  prevalence  of  this  disease  in  the  Territory; 
(4)  a case  of  lipoid  nephrosis  in  a 5 year  old  boy ; 
and  (5)  a case  of  schizophrenia  with  striking  im- 
provement following — and,  we  believe,  due  to — 
a prolonged  period  of  severe  surgical  shock  follow- 
ing surgical  correction  of  a rectal  prolapse. 
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W.  N.  Bergin,  m.d. 

Laupahoehoe,  Hawaii 


Yatsol — -A  Solvent  of  Many  Purposes 

Two  years  ago  Dr.  F.  E.  Hance  of  the  H.S.- 
P.A.  Experiment  Station,  speaking  on  weed  spray- 
ing problems,  demonstrated  a wetting  agent  known 
commercially  as  Vatsol,  “the  stuff  that  makes 
ducks  sink.”  He  dipped  a waxy  panex  leaf  in  a 
glass  of  water  and  of  course  the  water  ran  right 
off;  the  same  leaf  dipped  in  1 :200  Vatsol  solution 
came  out  wringing  wet. 

It  occurred  to  me  then  that  Vatsol  should 
make  a good  antiseptic  solvent  as  it  reduces  sur- 
face tension  to  zero  and  would  permit  a marked 
increase  in  penetration.  I prepared  a 10%  Mer- 
curochrome  solution  using  1 :200  Vatsol  as  a sol- 
vent instead  of  water ; greasing  my  arm  well  with 
mineral  oil  I dropped  a drop  of  this  solution  on 
the  oily  surface.  As  the  accompanying  illustration 
shows,  it  immediately  wet  the  oily  coating  and 
spread  out  to  cover  an  area  about  the  size  of  a 
half  dollar.  Aqueous  Mercurochrome  would  not 
wet  the  surface  at  all ; the  drop  either  remained 
on  the  oil  or  rolled  off. 


Fig.  1.  Left:  Aqueous  Mereurocrome  10%.  Right:  Mercurocrome 
10%  in  1:200  Vatsol. 

This  solution  makes  a good  solvent  for  other 
antiseptics  such  as  mercuric  chloride,  potassium 
permanganate,  potassium-mercuric  iodide,  oxy- 
cyanide  of  mercury,  etc.,  and  would  permit  better 
penetration  of  antiseptics  into  oiled  joints  of  in- 
struments. 

Vatsol  solution  plain  as  an  ear  douche  is  much 


better  than  water  for  loosening  inpacted  cerumen. 
It  is  no  more  irritating  to  mucous  membranes 
than  soapy  water,  and  can  be  used  in  the  various 
body  cavities.  Silver  nitrate,  silver  picrate  and 
the  various  silver  proteins  are  soluble  in  it.  The 
sulfa  drugs  are  as  soluble  in  it  as  they  are  in 
water,  and  gentle  heating  increases  their  solubility. 
It  should  promote  the  penetration  of  the  drug 
through  the  waxy  capsules  of  many  organisms. 
In  this  connection  it  seems  the  staining  qualities 
of  various  dyes  might  be  enhanced.  Many  of  the 
burns  that  arrive  greased  might  have  medication 
applied  by  spray  instead  of  first  painfully  removing 
the  oily  coating. 

Vatsol  is  the  American  Cyanamide  & Chemical 
Company’s  trade  name  for  the  ethyl  esther  of  di- 
carboxylic  acid  and  is  distributed  in  the  Territory 
by  the  Pacific  Guano  & Fertilizer  Company.  It 
is  mildly  antiseptic ; it  is  relatively  inert,  harmless 
to  skin  and  mucous  membranes,  and  non-poison- 
ous.  The  solution  placed  in  the  mouth  produces 
a puckering  sensation  which  soon  disappears.  It 
has  the  added  advantage  of  being  extremely  cheap. 

Container  For  Storing  Blood 

The  accompanying  illustration  shows  the  adap- 
tion of  empty  Baxter  Vacoliter  bottles  for  draw- 
ing, storing  and  administering  blood  at  the  Lau- 
pahoehoe Sugar  Company’s  Hospital. 


Fig.  2.  Left:  Filled  and  sealed  container.  Right:  Container  empty. 
Foreground:  1.  Vaeoliter  stopper,  2.  Plastic  golf  tees,  3.  Hygeia 

food  cell  cover,  4.  Scotch  tape. 
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In  order  to  properly  cleanse  the  bottles,  the 
band  sealing  the  stopper  was  cur  with  a circular 
saw  and  the  stopper  removed.  In  doing  this  most 
of  the  vent  tubes  were  broken.  In  drawing  the 
blood  these  were  replaced  by  sterile  glass  drink- 
ing straws,  which  were  removed  when  the  bleeding 
was  completed.  Two  sterile  plastic  golf  tees  were 
inserted  into  the  holes  in  the  stopper,  the  top 
covered  with  a sterile  Hygeia  food  cell  cover  such 
as  is  used  ordinarily  for  covering  infant  feeding 
bottles,  and  the  cover  sealed  with  Scotch  (cellu- 
lose) tape.  The  golf  tees  soften  and  become  de- 
formed from  heating;  they  should  therefore  be 
sterilized  by  soaking  In  potassium-mercuric  iodide 
solution  1 :2000  or  some  similar  preparation. 

A Serviceable  Power  Bone  Tool 

The  Fordom  Electric  Company,  27  Park  Place, 
New  York,  manufactures  several  models  of  flex- 
ible shaft  tools.  The  shafts  are  readily  detachable 
and  can  be  sterilized  by  autoclaving.  They  should 
be  lubricated  before  each  use  by  sterile  petrolatum 
or  castor  oil.  The  tool  illustrated  is  one  of  the 
iighter  models  but  is  capable  of  many  of  the  func- 
tions of  the  usual  orthopedic  saws  such  as  insertion 
of  bicycle  spokes  for  skeletal  traction,  cutting  of 
bone  grafts,  pegs,  and  inlays,  drilling,  notching 
and  rough  shaping,  as  well  as  multiple  drilling 


Fig.  3.  The  Fordom  Flexible  Shaft  Tool:  1.  Joint  at  which  flexible 
shaft  can  be  detached  for  sterilizing;  2.  Bicycle  spoke  with  end 
trimmed  for  use  as  traction  pin;  3.  Saw. 


for  non-union.  The  outfit,  complete  with  assorted 
accessories,  costs  $13.75  and  for  a little  more 
comes  provided  with  a spring  connection  between 
the  hand  piece  and  flexible  shaft,  giving  additional 
flexibility  at  the  point  where  it  is  most  needed. 
Burrs,  mandrels,  saws,  drills,  etc.,  can  be  pur- 
chased quite  reasonably  and  with  the  addition  of 
a foot  switch  (an  auto  starter  switch  makes  a 


good  one)  a cheap  bone  tool  is  within  the  reach 
of  many  institutions  whose  occasional  use  of  such 
a device  would  not  warrant  the  cost  of  the  bone 
tools  manufactured  by  the  instrument  makers. 

The  Use  of  Cotton  As  Non-Absorbable 
Suture 

In  these  days  when  non-absorbable  suture  ma- 
terial is  becoming  more  and  more  popular  and 
prepared  suture  material  from  the  mainland  harder 
to  get,  attention  is  called  to  the  work  of  Drs.  Alton 
Ochsner  and  Mims  Gage  on  cotton  at  Charity 
Hospital  in  New  Orleans.  The  cotton  they  use 
is  the  ordinary  J.  & P.  Coats  cotton  sold  in  dry- 
good  stores.  During  the  past  8 months  I have 
used  it  exclusively  in  53  operations  and  am  very 
pleased  with  it.  It  makes  excellent  material  for 
tendon  repair,  and,  according  to  the  experimental 
work  of  Dr.  John  M.  Farris  of  Ann  Arbor,  it 
is  far  less  irritating  than  silk.  The  only  places 
where  it  should  not  be  used  are  in  operations  on 
the  biliary  and  urinary  tracts  where,  like  silk  or 
any  other  non-absorbable  suture,  it  tends  to  act 
as  a nidus  for  stone  formation.  Ochsner  especially 
favors  its  use  in  contaminated  wounds.  Unlike 
silk,  it  rarely  provokes  the  formation  of  a suture 
sinus  unless  knots  are  placed  immediately  beneath 
the  skin. 

Cotton  is  prepared  for  use  by  loosely  winding 
on  two-inch  lengths  of  rubber  tubing  as  it  shrinks 
during  autoclaving  and  some  of  the  fibres  would 
be  broken  were  it  sterilized  on  a hard  core.  It 
is  then  sterilized  by  boiling  in  water  for  twenty 
minutes  or  autoclaving  at  fifteen  pounds  pressure 
for  fifteen  minutes. 

Sizes  20  and  30  are  adequate  for  peritoneum, 
fascia  and  skin,  and  sizes  50  and  80  for  ligating 
small  vessels.  It  is  quite  limp  and  at  first  seems 
difficult  to  handle,  but  one  soon  becomes  accus- 
tomed to  this  quality.  It  should  never  be  used 
as  a continuous  suture ; small  bites  of  tissue  should 
be  taken  in  interrupted  sutures  and  the  ends  cut 
extremely  close  to  the  knot  thereby  leaving  a 
minimal  amount  of  foreign  material.  Cutting  close 
to  the  knot  is  quite  safe  as  a square  knot  in  cotton 
does  not  slip  as  it  might  with  catgut. 

An  interesting  article  by  Drs.  Meade  and  Long 
appeared  on  this  subject  in  the  December  20,  1941, 
issue  of  the  Journal  of  the  American  Medical 
Association. 
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Pneumococcus  Meningitis 

Report  of  Apparent  Cure  with 
Sulfanilamide 

C.  Bruce  Brown,  m.d. 

Hilo,  Hawaii 


The  author  of  the  section  on  pneumococcus 
meningitis  in  Nelson’s  Loose-Leaf  Medicine  says, 
“All  of  our  cases  died,  and  this  is  the  general  ex- 
perience. The  writer  does  not  personally  know 
of  a single  case  of  pneumococcus  meningitis  in 
which  the  diagnosis  has  been  made  with  sufficient 
attention  to  bacteriologic  technique  to  meet  all 
objections,  in  which  recovery  has  taken  place.” 

This  statement  exemplifies  very  well  the  feel- 
ing that  existed  with  regard  to  this  disease  prior 
to  the  advent  of  the  sulfonamide  drugs.  The  case 
presented  herewith  was  treated  over  three  years 
ago,  at  a time  when  sulfanilamide  was  the  only 
available  member  of  the  series. 

Case  Report 

Case  No.  21861,  Hilo  Memorial  Hospital.  E.V.S.,  a 
17-year-old  Hawaiian-Caucasian  boy,  was  admitted  to 
the  hospital  on  the  service  of  Dr.  S.  R.  Brown,  on  De- 
cember 7,  1938.  He  gave  a history  of  a “cold”  two  weeks 
before,  of  only  a few  days’  duration,  following  which 
he  returned  to  work.  A few  days  later,  on  December 
5th,  he  developed  a severe  frontal  headache ; the  follow- 


ing night  he  vomited  and  complained  of  pain  in  the  right 
ear.  The  day  of  admission  he  developed  stiffness  of  the 
neck,  and  when  brought  to  the  hospital  he  was  semi- 
comatose,  muttering  and  disoriented,  and  required  res- 
traint. 

On  examination  he  was  found  to  have  marked  spastici- 
ty of  the  neck;  Kernig’s  sign  was  present.  The  spinal 
fluid  was  under  increased  pressure,  and  turbid,  with  flakes 
of  pus.  A stained  smear  showed  numerous  encapsulated 
diplococci  which  were  identified  as  type  13  pneumococci. 
Type-specific  serum  not  being  available,  one  intramuscu- 
lar therapeutic  dose  of  Lilly’s  antipneumococcus  serum 
(S-95)  was  given.  At  the  same  time  Prontosil,  10  cc., 
was  given  intramuscularly,  and  sulfanilamide  was  started 
by  mouth  in  a dose  of  30  grains  (2  grams)  every  three 
hours.  After  forty-eight  hours  this  was  reduced  to  30 
grains  (2  grams)  every  four  hours;  it  was  continued  at 
this  level  for  two  weeks. 

The  morning  after  admission  the  patient  was  con- 
scious and  rational,  and  complained  of  pain  in  the  right 
ear ; the  otological  consultant  reported  hyperemia  of  the 
right  drum  membrane,  without  bulging,  sagging  of  the 
upper  posterior  canal-wall,  or  mastoid  tenderness.  A 
diagnosis  of  early  otitis  media  was  made.  A general 
physical  examination  revealed  no  other  positive  findings. 
The  spinal  tap  was  repeated  this  day,  and  daily  for  the 


Cerebrospinal  Fluid  Findings 


R.B.C. 

Leucocytes 

Date 

A ppearance 

Globulin 

per 

cu.  mm. 

Total  per 
cu.  mm. 

Polys 

% 

Lympho- 
cytes % 

Bacteriologic  Examinations 

12-7-38 

Turbid 
(flakes 
of  pus) 

+++ 

0 

6,640 

— 

— 

Direct  smear  : many  Gram-positive  dip- 
lococci with  capsule ; Neufeld  reac- 
tion positive,  type  13. 

12-8-38 

Cloudy 

+ + 

0 

7,600 

90 

10 

Direct  smear : pus  cells ; no  bacteria. 

12-9-38 

Turbid 

+ 

0 

3,840 

92 

8 

Direct  smear  : occasional  Gram-positive 
diplococcus. 

Culture : bile-soluble  Gram-positive 

diplococci. 

12-10-38 

Pale  yellow 

+ 

0 

2,100 

76 

24 

Direct  smear : occasional  Gram-positive 
diplococcus. 

Culture : Gram-positive  cocci,  some  in 
short  chains,  bile  soluble. 

12-11-38 

Cloudy 

+ 

0 

1,410 

68 

32 

Direct  smear : no  bacteria. 

Culture : no  growth  in  four  days. 

12-12-38 

Clear 

trace 

0 

750 

88 

12 

Direct  smear : no  organism. 
Culture : no  growth. 

12-13-38 

Clear 

trace 

0 

47 

46 

54 

12-14-38 

Clear 

trace 

0 

29 

10 

90 

12-15-38 

Clear 

trace 

0 

3 

— 

- 

245 


Hawaii  Medical  Journal 


March  1942 


following  week.  The  spinal  fluid  changes  are  shown  in 
the  accompanying  chart,  q.v.  Sputum  examination  on 
December  8th  showed  numerous  cocci  and  diplococci, 
with  a positive  Neufeld  reaction  with  type  13  serum  on 
a few  of  the  latter. 

The  patient  improved  slowly  but  steadily,  and  by  the 
seventeenth  hospital  day  he  had  no  residual  symptoms 
except  deafness  in  the  right  ear.  When  he  was  discharged, 
on  January  10,  1939,  thirty-four  days  after  admission, 
this  had  improved  considerably. 

Comment 

)f  interest,  but  of  questionable  significance 


in  this  case,  is  the  history  of  a compound  depressed 
skull  fracture  in  1928  which  required  surgical  de- 
compression. Recovery  from  this  was  uneventful 
and  there  were  no  sequelae. 

The  effectiveness  of  sulfanilamide  against  the 
pneumococcus  in  this  and  in  other  reported  cases 
of  meningitis  should  be  kept  in  mind,  particularly 
for  cases  which  may  fail  to  respond,  or  which  may 
prove  dangerously  sensitive,  to  sulfapyridine. 
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Prematurity:  The  Leading  Cause  of  Infant  Deaths  in  Hawaii 1 

A Fro posed  Plan  For  Care  Of  Premature  Infants 

C.  L.  Wilbar,  Jr.,  m.d. 

Honolulu 


The  infant  death  rate  in  Hawaii  has  dropped 
during  the  past  twelve  years  from  87  to  43  per 
1,000  live  births.  The  premature  death  rate  is  the 
same  nozu  as  it  zvas  at  the  beginning  of  this  period. 
During  the  past  fiscal  year  prematurity  was  cer- 
tified as  the  cause  of  128  infant  deaths — nearly 
one-third  of  the  total.  We  may  be  justly  proud 
of  the  rapid  drop  in  infant  mortality ; it  is  evi- 
dence of  real  progress  in  the  attack  on  nearly  all 
causes  of  infant  deaths ; but  there  is  one  outstand- 
ing exception : prematurity.  The  accompanying 
graph  illustrates  this  situation. 


Trend  of  Infant  Mortality,  Neonatal  Mortality 
and  Premature  Mortality 


Rate  per  1000  Livebirths 
Territory  of  Hawaii  1930  - 1941 

(Fiscal  Years,  Ending  June  30) 


PREMATURE  MORTALITY 

NEONATAL  MORTALITY 

INFANT  MORTALITY 


The  proportion  of  premature  to  full  term 
births  is  no  higher  in  Hawaii  than  elsewhere ; 
but  of  all  the  prematures  born  here,  approxi- 
mately 40  per  cent  die.  This  compares  unfavor- 
ably with  the  mortality  in  many  mainland  com- 
munities, particularly  those  in  which  adequate 

1 From  the  Bureau  of  Maternal  and  Child  Health  of  the  Terri- 
torial Board  of  Health.  Submitted  for  publication  November,  1941. 


programs  for  the  care  of  premature  infants  have 
been  developed.  The  city  of  Chicago,  for  example, 
with  one  of  the  best  of  these  programs,  reports 
a mortality  of  only  19  per  cent  among  its  pre- 
mature infants ; Boston  and  Minneapolis  are  only 
a little  higher. 

There  are  no  insurmountable  difficulties  in  the 
way  of  establishing  an  adequate  program  for  low-  - 
ering  the  death  rate  in  prematurely  born  infants. 
In  general,  such  programs  all  embody  the  follow- 
ing principal  features : 

(1)  Nurses,  adequately  trained  for  this  special 
work,  in  contant  attendance  on  prematures ; 

(2)  Adequate  special  hospital  facilities  for  the 
care  of  prematures ; 

(3)  Supervision  of  the  care  of  prematures  by 
physicians  who  have  had  specialis'tic  train- 
ing along  this  line;  and 

(4)  Adequate  facilities  for  transporting  pre- 
maturely bom  infants  from  homes  to  hos- 
pitals. 

Let  us  consider  each  of  these  headings  indivi- 
dually, and  see  how  they  might  be  applied  in  Ha- 
waii. 

Nursing  Care 

Dr.  Julius  H.  Hess,  probably  this  country’s 
leading  authority  on  the  care  of  prematures,  stated 
at  the  annual  meeting  of  the  American  Public 
Health  Association  in  October,  1940,  that  the  most 
important  single  factor  in  keeping  prematures 
alive  is  constant  attendance  by  adequately  trained 
nurses.  Dr.  Charles  H.  McKhann  and  other  lead- 
ing pediatricians  concur  in  this  belief. 

The  reason  for  this  is  that  prematurely  born 
infants  frequently  die  because  of  just  a few  min- 
utes’ delay  in  instituting  proper  supportive  meas- 
ures such  as  administration  of  oxygen,  artificial 
respiration  or  heat,  and  cleaning  out  of  the  nasal 
passages.  Nearly  two-thirds  of  premature  infant 
deaths  occur  within  the  first  twenty-four  hours  of 
life,  and  many  of  them  can  be  prevented  if  the  at- 
tendant is  enabled  by  adequate  training  to  recog- 
nize warning  signs  in  time  to  institute  the  proper 
supportive  treatment. 
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“Adequate  training’’  does  not  mean  merely  a 
few  years  spent  in  some  hospital  nursery,  or  a few 
hours  spent  in  listening  to  lectures;  it  means  spe- 
cialists training  in  one  of  the  large  premature 
centers  in  the  country,  or  comprehensive  courses 
in  premature  care  conducted  by  individuals  who 
have  been  properly  trained  in  one  of  those  centers. 
There  are  very  few  nurses  now  in  the  Territory 
who  are  really  adequately  trained  in  the  care  of 
premature  infants ; however,  the  Bureau  of  Ma- 
ternal and  Child  Health  has  a consultant  nurse 
who  is  well  trained  in  the  care  of  prematures  and 
is  perfectly  competent  to  teach  this  subject  to 
hospital  nurses  upon  request. 

Hospital  Facilities 

The  hospital  facilities  necessary  for  the  pro- 
per care  of  prematures  are,  unfortunately,  some- 
what expensive.  It  is  therefore  not  ordinarily 
practical  to  designate  more  than  one  or  two  hos- 
pitals in  any  given  community  as  centers  for  pre- 
mature care.  In  this  way  the  money  spent  can  be 
used  most  efficiently.  The  equipment  needed  in- 
cludes efficient  automatic  control  of  temperature 
and  humidity  for  the  premature  infants,  both  col- 
lectively and  individually,  as  well  as  facilities  for 
maintaining  asepsis  in  the  surroundings,  a pro- 
perly equipped  milk  laboratory,  available  breast 
milk,  and  separate  rooms  for  infectious  cases  and 
for  any  cases  born  outside  the  hospital. 

Supervision  by  Trained  Physicians 

The  knowledge  required  for  the  adequate  me- 
dical care  of  a prematurely  born  infant  is  as  high- 
ly specialized  as  that  required  for  the  practice  of 
ophthalmic  surgery,  roentgenology,  or  any  other 
specialty.  Although,  as  has  been  pointed  out,  the 
adequately  trained  physician  is  nowhere  near  as 
important  as  the  adequately  trained  nurse,  be- 
cause of  the  frequently  emergency  nature  of  the 
problems  involved,  a successful  premature  pro- 
gram must  have  its  general  policies  controlled  and 
supervised  by  a physician  specially  trained  in  the 
care  of  premature  infants.  This  usually  means,  of 
course,  a pediatrician,  preferably  one  who  has  had 
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fairly  recent  post-graduate  instruction  in  this  par- 
ticular field. 

Adequate  Transportation 

This  is  indispensable,  for  the  reason  that  it  is 
well-nigh  impossible  to  improvise  in  the  home 
adequate  facilities  for  the  care  of  the  premature. 
Special,  properly  trained  nurses  are  often  beyond 
the  family’s  means ; regulation  of  temperature 
and  humidity  is  very  difficult ; and  maintenance  of 
of  an  aseptic  environment  is  impossible.  Prema- 
tures born  at  home  must,  therefore,  be  transported 
as  soon  as  possible  to  the  hospital. 

The  essential  features  of  the  transportation 
facilities  required  are  a heated  unit,  available 
oxygen,  and  a clean  environment.  The  portable 
Hess  incubator  which  has  proven  so  successful 
in  Chicago  is  a good  example  of  a proper  trans- 
portation unit.  It  can  be  sterilized,  it  contains  a 
thermostatically  controlled  heating  unit  and  a con- 
nection for  oxygen  administration,  and  it  can  be 
electrically  connected  to  the  ceiling-light  socket 
of  an  automobile. 

Because  we  have  in  the  Territory  no  adequate- 
ly equipped  hospital  for  premature  care,  to  which 
prematures  born  at  home  might  be  taken,  this 
problem  of  transportation  need  not  concern  us  at 
the  moment.  However,  the  plans  for  the  new 
children’s  hospital  in  Honolulu  include  proper 
facilities  and  space  for  the  care  of  prematures,  and 
when  these  become  available,  proper  transporta- 
tion facilities  will  immediately  be  of  the  utmost 
importance. 

Conclusion 

Our  present  method  of  caring  for  prematurely 
born  infants  is  not  satisfactory ; far  too  many  of 
them  die.  This  is  not  merely  an  individual,  but 
a community  problem,  which  should  be  supported 
by  public  funds  as  well  as  by  private  enterprise. 
Our  combined  resources  must  be  called  upon  if 
our  program  for  premature  care  is  to  rise  to  the 
same  level  as  treatment  in  the  other  medical  and 
surgical  specialties.  Other  communities  have  done 
it — and  so  can  Hawaii ! 
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Dgschondroplasia  (Ollier's  Disease) 

Review  of  the  Syndrome  and  Report  of  a Case 

R.  T.  Eklund,  m.d. 
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Achondroplastics  have  been  recognized  for  cen- 
turies. Sculptures  indicate  that  this  type  of  dwarf- 
ism was  known  in  ancient  Egypt,  and  many  of  the 
dwarfs  pictured  in  art  belong  to  this  group.  Every- 
one is  familiar  with  these  peculiarly  short-limbed 
dwarfs,  with  their  large  heads  and  characteristic 
faces,  in  which  the  nostrils  seem  directed  almost 
forward.  They  are  usually  intelligent,  active  and 
strong.  They  may  reach  an  advanced  age  and  bear 
children,  though,  on  account  of  the  deformity  of 
the  pelvis,  these  must  be  delivered  by  cesarean 
section. 

History 

There  seems  to  be  a very  close  resemblance 
between  this  type  of  dwarf  and  the  one  being  pre- 
sented in  this  paper,  not  only  in  clinical  appear- 
ance, but  also  in  pathologic  anatomy.  The  type 
here  presented  might  be  described  as  “half-dwarf”. 
Ollier  in  1899  first  described  a case  of  cartilaginous 
dystrophy  in  which  the  extremities  of  one  side  of 
the  body  were  involved.  In  1900  his  pupil  Molin 
described  3 similar  cases.  According  to  Ehren- 
fried  (1915),  Virchow  described  a similar  condi- 
tion, calling  it  “multiple  cartilaginous  exostosis.” 
Ehrenfried  reviewed  over  600  cases  in  the  foreign 
literature  and  75  in  the  American,  covering  the 
period  1900-1917.  Hale  has  reviewed  an  addition- 


al 53  cases  reported  in  the  literature  between  1917 
and  1930. 

Etiology 

Bentzon,  in  1923,  described  lesions  confined 
to  the  right  leg.  He  also  did  experimental  work  in 
rabbits,  injecting  irritants  near  the  nutrient  arteries 
of  the  tibia  and  fibula,  and  developed  the  theory 
that  Ollier’s  disease  could  be  interpreted  as  the 
reaction  of  bone  to  an  active  hyperemia  due  to 
anomalies  of  the  sympathetic  nervous  system. 
However,  it  is  generally  felt  at  the  present  time 
that  the  etiology  of  the  syndrome  is  unknown. 

Frangenheim  and  others  consider  Ollier’s  dis- 
ease not  as  a pathologic  entity  but  as  a clinical  syn- 
drome which,  together  with  the  multiple  enchon- 
dromas  and  the  cartilaginous  exostoses,  makes  up 
the  great  group  of  dyschondroplasias.  These  other 
two  disorders  are  characterized  by  multiplicity  of 
localization ; they  are  derived  from  the  conjugate 
cartilage ; and  they  are  often  found  combined  in 
the  same  individual. 

Pathology 

The  earliest  evidence  of  this  disease  is  usually 
noticed  in  infancy  or  early  childhood  in  the  form 
of  hard  irregular  nodules  attached  to  various  long 
bones  in  the  region  of  their  epiphyses.  Premature 


Fig.  1.  (left)  Note  involvement  of  left  third,  sixth,  ninth  and  tenth 
ribs  and  inferior  angle  and  vertebral  border  of  right  scapula. 

Fig.  2.  (center)  Left  humerus.  Note  limitation  of  lesion  to  proximal 
portion  of  shaft,  sparing  the  proximal  epiphysis  and  the  distal  por- 
tion of  the  shaft. 


Fig.  3.  (right)  Forearms.  Lesion  confined  to  shaft  of  left  radius. 
Note  characteristic  “mushrooming”  about  the  epiphysis  and  the  typ- 
ical moth-eaten  appearance  of  the  lesion,  with  scattered  areas  of  be- 
ginning calcification.  Note  also  unusual  involvement  of  shaft  of 
proximal  phalanx  of  left  second  digit. 
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Fig.  4.  (left)  Pelvis  and  femurs.  Note  involvement  of  both  ends  of 
left  femur,  distal  end  of  right  femur,  and  both  innominate  bones. 
Also  probable  early  lesion  of  the  fourth  lumbar  vertebra. 

Fig.  5.  (right)  Legs.  Early  lesion,  distal  end  of  shaft  of  right  fe- 
mur; advanced  lesions  of  left  femur,  tibia,  and  fibula.  The  shorten- 
ing is  well  shown.  The  beginning  involvement  of  the  right  side  sug- 
gests that  this  may  be  in  a transitional  stage  from  a fairly  typical 
Ollier’s  disease  to  the  more  crippling  Morquio’s  disease,  which  may 
involve  the  entire  skeleton  with  the  exception  of  the  skull. 

ossification  of  the  cartilage  occurs,  and  the  long 
bones  become  shorter,  though  not  thinner,  than 
normal.  At  first  sight  it  would  seem  that  the  epi- 
physes were  the  chief  site  of  involvement ; actual- 
ly, in  the  majority  of  cases,  the  epiphyses  are  nor- 
mal. The  increase  in  size  at  the  bone  ends  is  due 
to  a cup-shaped  enlargement  of  the  diaphysis 
around  the  epiphysis ; this  may  be  so  large  as  to 
actually  interfere  with  joint  motion. 

The  viscera,  including  the  endocrine  glands, 
are  found  to  be  quite  normal ; all  the  changes  are 
explained  on  the  basis  of  disturbed  cartilage- 
growth. 

Prognosis 

Few  patients  die  of  the  disease,  and  it  appar- 
ently becomes  at  least  arrested  at  adolescence, 
though  no  retrogression  is  noted.  No  new  osteo- 
chondromas occur,  and  no  new  deformities ; and 
there  is  roentgenographic  evidence  of  the  normal 
progression  of  ossification.  Occasionally  there  may 
be  pressure  on  the  spinal  column  from  an  exos- 
tosis ; paralysis  may  occur,  or  an  aneurysm  may 
develop  because  of  pressure.  Some  reports  suggest 
that  patients  with  dyschondroplasia  have  an  ab- 
normal tendency  to  the  development  of  sarcoma  in 
middle  life. 

Treatment 

There  is  no  known  treatment  for  the  disease. 
Surgery  is  employed  only  for  the  relief  of  marked 
deformities  or  limitation  of  motion  of  joints. 

A comment  in  the  1941  Year  Book  of  Radiolo- 
gy suggests  that  there  are  points  of  similarity  be- 
tween epiphyseal  dysgenesis  associated  with  hypo- 
thyroidism, and  osteochondritis  deformans  juve- 
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nilis.  The  former  responds  to  thyroid  medication ; 
perhaps  similar  treatment  would  help  in  these 

cases. 

Case  Report 

E.L.,  a 9 year  old  Portuguese-Filipina,  had  been  born 
at  the  Pepeekeo  Hospital  after  an  easy  2 )4  hour  labor ; 
aside  from  an  18  hour  delay  in  expulsion  of  the  placenta, 
both  the  pregnancy  and  the  delivery  were  uneventful.  The 
patient’s  mother  was  Portuguese,  and  had  had  one  previ- 
ous child.  The  father  was  a Filipino,  32  years  old.  The 
child  was  normal  at  birth,  and  weighed  8 pounds.  Neither 
parent  gave  any  family  history  of  dwarfism. 

According  to  the  father,  the  patient  seemed  perfectly 
normal  until  about  9 months  of  age,  when  she  began  to 
crawl.  At  that  time  he  noticed  that  she  kept  her  left  leg 
up  off  the  floor.  She  talked  at  2 years  of  age,  and  first 
walked  at  3. 


Patient  E.L.,  December,  1941,  showing  shortening  of  left  tibia  and 
fibula  and  knobby  enlargement  at  distal  end  of  tibia,  fibula  and  ulna. 

As  she  grew  older,  asymmetry  of  her  body  and  ex- 
tremities became  more  and  more  noticeable.  There  was 
decrease  of  linear  growth  of  the  left  leg  and  forearm, 
with  progressive  deformity. 

The  child  underwent  an  uneventful  tonsillectomy  and 
adenoidectomy  under  general  anesthesia  in  November, 
1937,  and  a simple  mastoidectomy  (right  side)  in  Decem- 
ber of  the  same  year. 

At  the  time  of  the  latter  hospital  admission,  skeletal 
measurements  were  made  and  roentgenograms  taken.  The 
latter  were  sent  to  Dr.  Craig  of  Honolulu  and  Dr.  Morton 
of  Rochester,  New  York,  who  agreed  on  a diagnosis  of 
Ollier’s  disease.  The  skeletal  measurements  at  that  time 
were  as  follows : 

Right  Left 

Arms  (acromion  to  finger-tips)  18  in.  15)4  in. 

Legs  (ant.  sup.  spine  to  int.  malleolus)  20  in.  16)4  in. 

In  March,  1940,  the  patient  was  readmitted  for  bone 
studies.  Physical  examination  revealed  no  abnormalities 
other  than  the  skeletal  deformities.  There  was  shortening 
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of  the  left  humerus,  tibia,  and  fibula,  with  knobby  de- 
formity of  the  distal  epiphysis  of  the  left  radius  and  ulna 
and  both  epiphyses  of  the  left  tibia.  Other  bones,  except 
for  the  left  scapula,  were  grossly  normal. 

The  blood  serum  calcium  w'as  9.9  milligrams  per  cent, 
and  the  blood  serum  phosphorus  3.3 ; Wassermann  and 
Kahn  were  negative;  the  urine  contained  2 plus  albumin, 
a few  red  and  a few  white  blood  cells  and  a few  mixed 
organisms,  and  no  sugar  or  casts. 

The  measurements  of  the  affected  extremities  at  the 
present  time  (December,  1941)  are  as  follows: 


Right  Left 

Arms  (acromion  to  finger  tips)  23  in.  19 )4  in. 

Legs  (ant.  sup.  spine  to  int.  malleolus)  24)4  in.  19  in. 

Summary 

The  syndrome  of  chondrodysplasia  has  been 
reviewed,  and  a case  of  dyschondroplasia  (Ollier’s 
disease)  has  been  reported. 
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EDITORIALS 


VENEREAL  DISEASE  CONTROL 

In  these  times  of  mobilization,  with  the  in- 
troduction of  large  numbers  of  service  personnel 
into  various  communities,  the  problem  of  control 
of  venereal  disease  is  more  than  ever  a subject 
of  discussion  among  medical  officers,  civilian  phy- 
sicians, and  moralists,  alike.  Without  attempting 
to  comment  on  any  plan  for  this  purpose,  let  us 
just  glance  briefly  at  Hawaii’s  record  in  this  re- 
gard. 

Prior  to  1928,  the  incidence  of  venereal  dis- 
eases among  the  army  personnel  in  the  Territory 
of  Hawaii  was  practically  the  same  as  that  in  the 
United  States  at  large.  Since  that  time  it  has 
dropped  sharply,  and  has  fluctuated  for  the  most 
part  between  one-fourth  and  one-half  that  of  the 
United  States  generally.  It  is  about  one-third 
that  of  the  United  States  at  large,  at  the  present 
time. 

A communication  from  a high-ranking  naval 
officer  to  a public  health  physician  a few  months 
ago  commented  on  the  gratification  with  which 
the  Navy  had  observed  a drop  of  nearly  40%  in 
the  venereal  disease  incidence  in  the  Pacific  Squad- 
ron, since  its  arrival  in  Honolulu  nearly  a year 
ago.  The  letter  went  on  to  say  that  this  was  the 
more  pleasing,  because  of  the  fact  that  the  inci- 
dence of  venereal  disease  in  the  Atlantic  Squadron 
had  not  changed  appreciably  over  this  same  period 
of  time,  and  still  remained  at  its  original  level. 

The  eagerness  with  which  a certain  type  of 
mind  pursues  that  elusive  will  o’  the  wisp  known 
as  “stamping  out  prostitution”  might  well  be  dam- 
pened a bit  by  perusal  of  these  facts.  There  is 
food  for  reflection  in  them.  It  is  of  course  the  view 


of  nearly  all  medical  men  and  of  most  other  think- 
ing persons  that  the  most  important  objection  to 
prostitution  in  a community  lies  in  its  tendency 
to  spread  venereal  infection.  If  this  is  correct,  and 
if  our  record  in  the  matter  of  venereal  disease  con- 
trol is  so  enviable — and  figures  (not  merely  statis- 
tics) are  available  to  prove  it — it  might  be  well 
for  us  to  consider  the  reasons  therefor.  And  it 
might  be  well  to  make  sure,  before  any  changes 
are  made,  that  they  will  in  fact  be  changes  in  the 
right  direction.  It  would  appear  that  we  are  al- 
ready doing  a remarkably  effective  job  of  con- 
trolling venereal  infection  in  Hawaii.  Let’s  not 
put  anything  else  into  the  machinery  without  first 
making  certain  that  it  isn’t  a monkey  wrench ! 


ATTEND 

YOUR  THURSDAY  MORNING  MEETINGS 

The  responsibilities  of  the  Honolulu  County 
Medical  Society  have  never  been  greater  than 
now,  and  its  functions  have  never  been  more  im- 
portant to  its  members  and  to  the  community  in 
general.  It  happens  that  the  same  forces  that  have 
brought  this  situation  about  have  made  it  impossi- 
ble to  hold  the  monthly  scientific  and  business 
meetings  of  the  Society.  It  has  seemed  advisable 
to  substitute  weekly  daytime  meetings  in  place 
of  the  former  monthly  evening  meetings,  and 
through  the  courtesy  of  Dr.  Louis  Hirsch.  acting 
in  the  absence  of  Dr.  Nils  P.  Larsen,  these  have 
been  incorporated  with  the  Thursdav  Morning 
Clinics.  The  combination  meetings  are  being  held 
at  the  usual  hour — 9 o’clock  on  Thursdav  morning 
— in  the  auditorium  of  the  Mabel  Smyth  Building 
instead  of  in  the  nurses'  classroom  as  formerly. 
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Important  announcements  have  frequently  to 
be  made  at  these  meetings ; decisions  must  often 
be  made  which  affect  the  entire  Society ; the  civil 
and  military  authorities  occasionally  find  it  neces- 
sary to  communicate  with  the  Society  as  a whole, 
and  use  these  meetings  for  that  purpose.  The 
attendance  at  these  meetings  should  be  sufficiently 
large  to  come  reasonably  near  being  representative 
of  the  entire  Society. 

For  your  Society  officers  and  committee  chair- 
men. and  representatives  of  the  Medical  Office 
of  Civilian  Defense  and  the  Army  and  Navy,  to 
have  to  address  their  remarks  to  a handful  of 
members,  constitutes  a gross  discourtesy  to  them, 
and  gives  the  Society  itself  a distinct  “black  eye.” 
Nor  does  the  fact  that  nearly  half  the  turnout 
consists  of  Army,  Navy  and  Public  Health  Service 
officers  put  the  civilian  doctors  in  any  better  light. 

If  you  are  really  too  busy  to  spend  an  hour 
in  this  way  on  Thursday  mornings,  and  too 
akamai*  medically  to  profit  by  the  active  and 
interesting  clinical  session  which  immediately  fol- 
lows the  business  meeting,  perhaps  you  can  spare 
30  minutes — for  the  business  meeting  seldom  lasts 
after  9:30  and  is  frequently  over  even  earlier. 
We  wall  take  the  liberty  to  doubt  that  any  doctor 
cannot  usually  arrange  to  be  where  he  likes  for 
half  an  hour  on  any  given  morning  each  week. 
Honesty,  we  think,  would  compel  most  of  us 
to  admit  that  our  failure  to  attend  these  meetings 
was  due  oftener  to  laziness  or  lack  of  interest 
than  to  honest  inability  to  attend.  Both  attitudes 
are,  in  this  day,  inexcusable.  They  reflect  no  credit 
on  the  men  who  assume  them,  and  they  reflect  no 
credit  on  the  Society  of  which  such  men  are  mem- 
bers. 


NURSES  ARE  SCARCE 

Physicians  who,  during  the  present  shortage, 
call  nurses  for  patients  who  have  no  actual  need 
for  them,  will  find  their  seriously  ill  patients  ob- 
liged to  get  along  without  special  care.  This  is 
the  warning  sounded  by  the  Nursing  Service  Bu- 
reau. 

Elsewhere  in  this  issue,  under  reports  of  the 
Office  of  Civilian  Defense,  is  given  an  account  of 
the  serious  shortage  of  nurses  in  the  Territory 
and  what  is  being  done  about  it,  and  an  appeal 
is  made  here  to  all  physicians  to  be  very  con- 
scientious in  calling  for  private  duty  nurses. 
Wealth,  laziness  or  fussiness  on  the  part  of  pa- 

*  akamai — Hawaiian  for  clever,  “smart”,  capable,  expert,  well- 
informed. 


tients  should  not  be  the  criterion  for  tying  up 
the  services  of  a nurse  when  the  hospitals  are  so 
short-staffed  and  “specials”  are  hard  to  get  for 
the  seriously  ill. 

This  matter  is  largely  in  the  control  of  the 
doctors,  and  you  are  asked  to  cooperate  at  least 
until  such  time  as  the  additional  nurses  now  being 
recruited  on  the  mainland  arrive  to  lighten  the 
general  burden. 

A few  other  suggestions  that  come  from  the 
Bureau  may  lie  worthy  of  consideration : 

Some  doctors  feel  that  private  duty  nurses 
are  never  a necessity  and  expect  the  hospital  staff 
to  give  frequent  and  prolonged  nursing  service 
to  their  seriously  ill  patients,  special  nurses  are 
not  called  until  there  has  been  complaint  of  staff 
care  and  often  then  the  special  arrives  after  the 
most  difficult  period  of  nursing  is  past.  Consi- 
deration should  be  given  to  the  hospital  staff 
nurses,  inadequate  as  they  are  in  number  today, 
and  overburdened. 

Special  nurses  are  often  called  too  late  in  the 
evenings  to  find  transportation.  A little  fore- 
thought might  correct  this. 


MEDICAL  UNPREPAREDNESS:  II 

Under  this  heading  in  our  last  issue  we  de- 
tailed a few  items  indicative  of  the  usual  superior- 
ity of  hindsight  over  foresight.  Further  evidence 
is  presented  herewith. 

The  designation  of  first  aid  and  other  medical 
units  by  the  symbol  of  the  red  cross  created  so 
much  confusion  in  people’s  minds  that  the  Ameri- 
can Red  Cross  requested  the  removal  of  these 
and  the  substitution  of  the  medical  emblem  of 
the  O.C.D.  The  Red  Cross  found  itself  receiving 
not  only  undeserved  credit  for  the  organization 
and  operation  of  first  aid  units,  but  also  unde- 
served blame  for  failure  to  establish  additional 
units  in  various  localities  where  people  felt  they 
were  needed.  The  stylized  caduceus  has  accord- 
ingly replaced  the  red  cross  throughout  the  city. 
A tear  may  be  shed,  in  passing,  for  one  more 
flouting  of  historic  and  mythological  tradition, 
by  the  use  of  Mercury’s  caduceus  instead  of  Aes- 
culapius’ staff  and  serpent  to  designate  medical 
activities  as  such. 

Traveling  during  air  raid  alarms  is  forbidden 
to  the  general  public,  but  essential  for  medical 
personnel : it  has  been  necessary  to  provide  doctors 
and  nurses  assigned  to  duty  in  first  aid  stations 
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or  hospitals  with  large  passes  which  are  inserted, 
when  in  use,  into  a celluloid  pocket  taped  onto 
the  windshield.  Similar  passes  have  been  provided 
to  permit  the  auxiliary  emergency  ambulances 
to  travel  during  restricted  hours.  The  permanent 
ambulances  have  been  designated  by  a white  square 
painted  on  the  left  front  fender.  Before  these  pro- 
visions were  made,  both  medical  personnel  and 
ambulances  repeatedly  found  themselves  prohibited 
by  police  orders  from  moving  at  all  during  an 
air  raid  alarm.  The  present  arrangements  appear 
to  be  eminently  satisfactory  to  all  concerned. 

Air  raid  shelter  design  is  still  in  a state  of 
flux.  Covered  shelters  have  proven  difficult  of 
construction  because  of  lack  of  essential  materials. 
Uncovered  shelters,  particularly  the  simple  open 
trenches  with  which  most  schools  have  been  pro- 
vided, have  developed  an  understandable  tendency 
to  fill  with  water,  and  in  many  instances  the  choice 
between  facing  an  onslaught  of  possible  bombs  or 
rather  probable  pneumococci  has  been  a difficult 
one.  Corrugated  iron  roofing,  were  it  only  avail- 
able in  sufficient  quantities,  would  be  the  ideal 
covering  material,  for  it  would  protect  not  only 
the  shelter  against  rain,  but  its  occupants  against 
falling  antiaircraft  shell  fragments  as  well.  How- 
ever, an  air  raid  shelter  must  have  a roof  of  sorts ; 
a wet  ditch  is  a fine  and  even  a comfortable  place 
to  be  if  bombs  are  falling  all  around,  but  it  is  a 
well-nigh  impossible  haven  in  which  to  squat  for 
an  hour  or  so  of  air  raid  alarm  during  which 
nothing  happens. 

The  air  raid  wardens,  who  have  already  been 
saddled  with  a most  extraordinary  catalogue  of 
duties  and  responsibilities,  have  now  been  given 
a streamlined  course  in  first  aid.  The  course  has 
been  outlined  by  Dr.  H.  S.  Dickson,  in  the  Emer- 
gency Medical  and  Ambulance  Service  office,  and 
includes  only  the  management  of  the  more  urgent 
varieties  of  injury.  Perhaps  it  is  unfair  to  include 
this  as  an  example  of  unpreparedness ; the  organ- 
ization of  thousands  of  men  for  an  undertaking 
of  this  sort  could  probably  never  have  been  ac- 
complished without  some  such  concrete  evidence 
of  its  necessity  as  was  provided  for  us  on  Decem- 
ber 7th. 

Unpreparedness  from  the  standpoint  of  the 
lack  of  available  hospital  beds,  mentioned  in  our 
last  issue,  has  been  receiving  most  constructive 
attention  from  the  Army  and  the  Office  of  Civilian 
Defense.  The  problem  appears  to  be  well  on  its 
way  to  solution,  for  present  purposes  at  least. 


NOTICE  TO  CONTRIBUTORS 

Attention  is  directed  to  a few  frequent  errors 
in  the  preparation  of  manuscripts  and  reports  sub- 
mitted for  publication  in  the  Journal.  A Main- 
land periodical  would  probably  just  return  many 
such  papers  to  the  author ; here,  time  or  other 
factors  often  require  us  to  simply  make  the  cor- 
rections ourselves.  These  are  often  very  time- 
consuming,  and  please  bear  in  mind  that  we  are 
an  unpaid  staff  working  on  the  Journal  in  our 
spare  time.  Your  cooperation  will  save  us  a great 
deal  of  unnecessary  work,  and  will  he  profoundly 
appreciated.  The  following  rules  are  those  most 
frequently  broken : 

1.  Type  manuscripts  double-space  (or  triple  space) 
on  one  side  of  the  paper  only,  and  send  us  the  original, 
not  a carbon  copy. 

2.  Type  captions  for  photographs,  tables  or  charts 
on  a separate  sheet  of  paper,  and  number  the  photo- 
graphs, etc.,  on  the  back,  to  correspond. 

3.  References  must  be  double-spaced  and  must  cor- 
respond to  the  A.M.A.  form,  as  follows : 

(1)  Author’s  surname  and  initials,  and  a colon. 

(2)  Title  of  article,  and  a comma. 

(3)  Name  of  periodical,  abbreviated  as  in  the 
Index  Medicus,  followed  by  no  punctuation. 

(4)  Volume  number,  and  a colon. 

(5)  Page  number,  followed  by  no  punctuation. 

(6)  Month,  in  parentheses,  and  day  of  month  if 
the  periodical  is  a weekly. 

(7)  Year — and  a period. 

In  references  to  texts,  the  edition  number,  the  place 
of  publication,  the  publisher’s  name  and  the  year  seem 
to  be  the  most  common  omissions. 

Please  include  only  references  you  have  looked  up 
personally ; any  others  should  be  accredited  to  their 
actual  source,  as  having  been  “cited  by”  so-and-so,  or 
included  in  a Yearbook,  or  otherwise  abstracted. 

Any  physician  interested  in  really  preparing 
medical  papers  properly  should  by  all  means  ob- 
tain a copy  of  Medical  Writing:  the  Technic  and 
the  Art,  by  Morris  Fishbein  (Chicago,  A.  M.  A. 
Press,  1938,  price  $2.00),  and  use  it  as  a reference 
handbook : it  is  so  full  of  specific,  useful  and  valu- 
able instructions  and  information  that  mere  read- 
ing of  it  will  by  no  means  suffice.  Lacking  a copy 
of  this  invaluable  book,  we  can  only  suggest  that 
any  copy  of  an  A.M.A.  periodical,  such  as  the 
Journal,  will  serve  as  a reasonably  adequate  guide 
to  proper  forms  of  writing.  A little  more  work 
at  your  end  will  save  a great  deal  of  work  at  ours. 
Thank  you ! 
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PROGRESS  IN  INTERNAL  MEDICINE 


HYPERTENSION 

The  revival  of  interest  in  the  renal  causes  of 
hypertension,  awakened  by  Harry  Goldblatt’s 
work,  has  been  maintained,  and  now  seems  to  be 
leading  to  advances  which  have  practical  clinical 
importance  to  all  practicing  physicians. 

In  1937  Dr.  Goldblatt  reported  the  experi- 
mental production  of  persistent  hypertension  in 
animals  (dogs  and  monkeys)  by  constricting  the 
main  renal  arteries.  (Harry  Goldblatt,  Studies  on 
Experimental  Hypertension,  V.,  The  Pathoge- 
nesis of  Experimental  Hypertension  due  to  Renal 
Ischemia,  Ann.  Int.  Med.  11:69,  July,  1937.) 
This  reduces  the  blood  flow  to  the  functioning 
components  of  the  kidney ; i.e.,  produces  renal 
ischemia.  Hypertension  of  varying  degrees  of 
severity,  and  with  or  without  disturbance  of  renal 
function,  could  be  produced  by  varying  the  de- 
gree of  constriction  of  the  renal  arteries.  There 
was  thereby  produced  in  experimental  animals 
pathological  states  simulating  benign  and  malig- 
nant hypertension  in  man. 

This  work  was  confirmed  by  a number  of  in- 
vestigators. Page  (I.  H.  Page,  Production  of 
Arterial  Hypertension  by  Cellophane  Perinephri- 
tis, J.A.M.A.  113:2046,  Dec.  2,  1939)  produced 
similar  hypertension  states  in  animals  by  wrap- 
ping the  kidney  in  cellophane,  leaving  the  renal 
pedicle  free.  This  produces  a peri-renal  fibrosis, 
which  constricts  the  renal  parenchyma  and  ap- 
parently reduces  its  blood  supply. 

Further  experiments  convinced  Goldblatt  that 
the  hypertension  was  due  primarily  not  to  a nerv- 
ous but  to  a humoral  mechanism,  initiated  by 
ischemia  of  the  kidneys.  The  elucidation  of  the 
nature  of  this  humoral  mechanism  has  been  oc- 
cupying the  attention  of  many  investigators  since 
this  time.  The  literature  on  the  subject  is  confus- 
ing in  its  magnitude,  in  its  somewhat  conflicting 
experimental  results,  and  even  in  its  terminology. 
Perhaps  the  best  working  hypothesis  is  that  evol- 
ved by  Corcoran  and  Page  (Corcoran  and  Page, 
Arterial  Hypertension — Correlation  of  Clinical 
and  Experimental  Observations,  J.A.M.A. 
116:690,  Feb.  22,  1941.)  Renin*,  a mixture  of 
protein  substances  present  in  the  cortex  of  nor- 


mal kidneys,  is  liberated  in  increased  amounts  in- 
to the  renal  vein  by  the  kidneys  of  dogs  made 
hypertensive  by  renal  ischemia.  It  requires  for  its 
vaso-constrictor  or  pressor  action  an  enzyme-like 
substance  present  in  normal  plasma,  renin  activa- 
tor. The  interaction  of  these  two  liberates  a third 
substance,  angiotonin,  which  increases  blood  pres- 
sure by  vasoconstriction  and  by  increasing  the 
force  of  the  heart  beat.  Animals  with  normal  kid- 
neys develop  tolerance  to  successive  doses  of  an- 
giotonin, but  only  to  a slight  degree  if  the  kidneys 
are  damaged  or  removed.  This  indicates  that  a 
substance  is  present  in  normal  kidneys  which  in- 
hibits the  action  of  angiotonin.  This  inhibitor  or 
antipressor  substance  has  been  extracted  and  used 
with  some  success  in  the  control  of  hypertension 
in  animals  and  in  man. 

Thus,  in  September  1941,  I.  H.  Page  and  his 
associates  (I.  H.  Page,  O.  M.  Helmer,  K.  G. 
Kohlstaedt,  C.  F.  Kempf,  W.  D.  Grambill  and  R. 
D.  Taylor,  The  Blood  Pressure  Reducing  Pro- 
perty of  Extracts  of  Kidneys  in  Hypertensive  Pa- 
tients and  Animals,  Ann.  Int.  Med.  15:347,  Sept., 
1941)  reported  the  successful  results  of  parenteral 
administration  of  kidney  extract  in  experimental- 
ly hypertensive  animals,  and  in  patients  suffering 
from  essential  and  malignant  hypertension.  Pa- 
tients with  essential  and  malignant  hypertension 
have  been  treated  with  good  results  for  as  long 
as  a year.  When  injections  were  discontinued 
however,  blood  pressure  tended  to  return  to  its 
former  levels.  Improvement  in  patients  was  ma- 
nifested not  only  by  reduction  in  blood  pressure 
but  also  by  decrease  in  heart  size,  and  by  improve- 
ment in  ocular  signs  and  in  urinary  findings.  Un- 
fortunately shock-like  reactions  occurred ; further- 
more, because  of  the  lack  of  standard  chemical 
procedures  to  yield  a uniform  product  of  high 
potency,  the  treatment  cannot  be  considered  a 
practical  procedure  at  the  present  time. 

Grollman  and  his  associates  (A.  Grollman, 
I.  R.  Williams,  Jr.,  and  T.  R.  Harrison,  Reduc- 
tion of  Elevated  Blood  Pressure  by  Administration 
of  Renal  Extracts,  J.A.M.A.  115:1169,  1940) 


*(This  term  was  applied  first  by  Tiegerstadt  and 
Bergmann  in  1898  to  a pressor  substance  extracted 
from  normal  kidneys.) 
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have  reported  the  use  of  a kidney  extract  both  in 
experimental  hypertensive  animals  and  in  man. 
This  extract  seems  to  be  at  least  partially  effective 
in  reducing  blood  pressure  when  given  orally  as 
well  as  when  administered  parenterally. 

Schroeder  (Henry  A.  Schroeder,  The  Effect 
of  Tyrosinase  in  Arterial  Hypertension,  Science 
93:116.  Jan.  31,  1941)  reported  that  a pure  pre- 
paration of  tyrosinase,  a phenolic  oxidase  obtained 
from  mushrooms  by  Dr.  J.  M.  Nelson,  was  used 
successfully  in  aniriials  exhibiting  ischemic  renal 
hypertension.  It  inactivated  angiotonin  and  also 
other  pressor  extracts  and  adrenalin.  Administer- 
ed by  daily  subcutaneous  injection  to  patients 
with  hypertension,  it  caused  quite  consistent  low- 
ering of  both  systolic  and  diastolic  blood  pressure, 
with  alleviation  of  symptoms  and  favorable  effects 
upon  the  course  of  the  disease.  The  blood  pressure 
returned  to  high  levels  within  three  to  six  days 
after  injections  were  stopped,  but  symptomatic 
improvement  persisted  longer.  Unfavorable  effects 
included  local  painful  and  allergic  reactions,  py- 
rexia, and  a persistent  pigmentation  at  the  site  of 
injection. 

These  several  reports  suggest  tne  probability 
that  there  will  shortly  become  available  some 


synthetic  preparation  or  kidney  extract  which  will 
be  effective  in  controlling,  at  least  in  a measure, 
certain  cases  of  so-called  essential  or  malignant 
hypertension. 

As  a further  practical  application  of  Dr.  Gold- 
blatt’s  experimental  work,  writers  have  recently 
reported  occasional  cases  of  hypertension  having 
unilateral  kidney  disease,  which  were  treated  sur- 
gically with  success.  Nesbit  and  Ratliff  (R.  M. 
Nesbit  and  R.  K.  Ratliff,  Hypertension  Associ- 
ated with  Unilateral  Renal  Disease,  J.A.M.A., 
116:194,  Jan.  18,  1941)  state  that  the  three  most 
common  types  of  unilateral  renal  lesion  associated 
with  hypertension  are  those  produced  by  gross 
occlusion  of  the  renal  arteries,  including  trauma  to 
the  kidney ; the  obstructive  uropathies ; and  chro- 
nic inflammatory  lesions. 

Study  of  patients  with  unexplained  hyperten- 
sion should  be  made  to  determine  the  existence 
of  unilateral  disease  of  one  of  these  types.  Re- 
moval of  the  unilateral  diseased  kidney  may  re- 
sult in  marked  improvement  or  cure.  Proper  che- 
motherapy in  kidney  infections  may  be  a prophy- 
lactic measure  of  importance  in  preventing  the 
occurrence  of  hypertension  in  other  patients. 

S.  E.  Doolittle,  m.  d. 
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RECENT  ADVANCES  IN  SURGERY 


WAR  WOUNDS  OF  EXTREMITIES 
INVOLVING  BONE 

During  and  after  the  Japanese  attack  on  Pearl 
Harbor,  we  were  given  an  opportunity  to  make 
observations  on  numerous  war  wounds',  including 
many  compound  fractures.  While  for  the  most 
part  our  observations  were  not  new,  we  were  able 
to  put  into  effect  some  of  the  ideas  presented  in 
current  literature  regarding  the  treatment  of  ex- 
tensive lacerated  wounds  and  fractures  by  the 
use  of  sulfonamides  and  immediate  application  of 
plaster  casts. 

Initial  Treatment 

The  volume  of  patients  received,  and  the 
crowding  of  the  operating  rooms,  required  many 
of  the  wounds  and  compound  fractures  to  be 
treated  in  a small  dressing  room  on  the  orthopedic 
ward. 

The  skin  surrounding  the  wound  was  shaved 
and  cleansed  with  soap  and  water.  Ether  was 
used  to  remove  the  oil  which  was  found  on  many 
of  the  men.  Debridement  was  performed  under 
local  anesthesia,  using  care  to  remove  only  trulv 
devitalized  tissue ; no  search  was  made  for  shell 
or  bomb  fragments,  these  being  removed  only 
when  obvious  and  readily  accessible.  The  wound 
margins  were  trimmed  sufficiently  to  prevent  over- 
hanging and  pocket  formation. 

The  wounds  were  generously  “salted”  with 
sulfanilamide  crystals  from  a salt  shaker,  and  were 
then  covered  with  a non-occlusive  dressing : in 
our  own  station  this  was  a thin  layer  of  vaseline 
on  gauze,  lightly  applied.  No  attempt  was  made 
to  close  the  wounds  initially,  except  in  a few  cases 
of  incised  wounds  and  a few  others  in  which  ad- 
hesive tape  was  used  for  partial  approximation 
of  tissues. 

Three  or  four  days  later  the  wounds  were 
dressed  again;  at  this  time  they  were  found  to 
contain  a grayish  slough  which  could  be  easily 
removed  with  tissue  forceps.  In  many  instances, 
when  this  was  done,  a shell  fragment  could  be 
lifted  from  the  wound.  We  believe  that  the  gray 
slough  is  due  to  a cauterizing  effect  of  hot  metal, 
rather  than  to  any  chemical  effect  of  the  sulfanila- 


mide. After  removal  of  the  slough  the  wounds 
had  a red,  healthy  looking  base.  They  were  again 
“salted”,  dressed  as  before,  and  thereafter  dressed 
as  infrequently  as  possible. 

The  method  of  delayed  suture  was  not  used, 
once  the  patients  had  actually  come  to  surgery, 
since  it  was  our  opinion  that,  after  thorough  de- 
bridement, primary  closure  was  to  be  preferred. 
In  most  instances  the  treatment  described  above 
was  employed  initially,  followed  later  by  debride- 
ment with  tight  primary  closure.  It  would  appear 
from  our  results  that  the  “golden  period”  of 
surgery  has  been  extended  from  6 to  at  least  72 
hours,  largely  by  the  early  use  of  the  sulfonamides. 
As  to  selection  of  sulfonamide,  we  can  confirm 
Long’s  dictum  that  sulfanilamide  is  the  drug  of 
choice,  since  we  experienced  caking  of  both  sul- 
fathiazole  and  sulfadiazine  in  wounds  in  which 
these  drugs  were  t.sed. 

Plaster  Casts 

The  method  used  in  the  treatment  of  fractures 
was  essentially  that  of  Orr,  as  modified  in  Spain 
and  on  other  war  fronts.  Compound  fractures 
were  first  treated  in  the  manner  described  for  la- 
cerated wounds  generally.  Those  which  could  be 
reduced  were  reduced  and  then  placed  in  casts 
immediately,  and  the  location  of  the  wound,  with 
a diagram  of  the  fracture,  was  drawn  on  the  cast 
with  indelible  pencil. 

Many  fractures  were  badly  comminuted,  es- 
pecially those  involving  joints.  These  were  treated 
by  the  use  of  Steinman  pins  or  Kirschner  wires 
incorporated  in  the  cast.  Others  showed  extensive 
bone  loss  in  conjunction  with  large  tissue  defects. 
In  cases  with  bone  loss  we  attempted  to  maintain 
length  in  the  hope  that  in  some  instances  there 
might  be  enough  periosteum  left  to  regenerate 
the  missing  bone  substance. 

Both  padded  and  unpadded  casts  were  used, 
according  to  the  nature  of  the  wound.  We  feel 
that  unpadded  casts  are  better  in  those  cases  where 
no  window  need  be  cut  for  dressings.  If  a win- 
dow is  contemplated,  a padded  cast  should  be 
used  since  edema  will  produce  less  herniation  of 
tissues  through  the  site  of  the  opening  in  such 
a cast.  We  prefer  to  leave  the  original  cast  in 
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place  as  long  as  possible  without  a window  and 
without  a change  of  dressing,  except  in  case  of 
a rising  temperature  or  the  development  of  un- 
bearable odor,  in  which  case  an  entire  new  cast 
is  applied. 

Using  casts  early  as  a means  to  secure  physio- 
logical rest  not  only  aids  in  the  healing  of  lacerated 
wounds,  but  probably  saves  extremities  which, 
treated  by  other  means,  might  require  secondary 
amputation.  The  cast  permits  elevation  of  the 
part  and  thus  minimizes  pain,  swelling  and  con- 
gestion of  the  wound.  It  facilitates  early  trans- 
portation without  danger  of  further  injury  to  soft 
tissue  by  hone  fragments. 

Practically  all  fracture  cases  were  evacuated 
to  the  mainland  about  11  days  after  injury,  and 
we  have  been  informed  that  of  47  cases  of  com- 
pound fractures  which  reached  one  mainland  hos- 
pital, only  2 had  elevations  of  temperature  above 
normal  on  arrival. 

Conclusions 

From  our  experience  with  war  wounds  we 
have  concluded  that  the  best  method  of  handling 


these  cases  is  (1)  soap  and  water  cleansing  of 
the  skin,  (2)  debridement,  removing  only  devi- 
talized tissue  and  eliminating  pockets,  and  (3) 
generous  application  of  sulfanilamide  followed  by 
a non-occlusive  type  of  dressing.  Physiological 
rest  of  the  part  is  essential.  It  is  best  gained  by 
a plaster  cast,  whether  the  lesion  be  a fracture 
or  a lacerated  wound.  Dressings  should  be  per- 
formed as  infrequently  as  possible,  since  the  danger 
of  introducing  infection  from  without  outweighs 
any  advantage  that  might  be  gained. 

We  believe  that  in  time  of  stress  traumatic 
wounds  may  safely  be  treated  by  use  of  sulfanila- 
mide and  a sterile  dressing,  with  debridement 
(and  primary  suture)  postponed  for  as  long  as 
72  hours  or  perhaps  even  longer. 

Sulfanilamide  in  crystalline  form,  which  does 
not  need  to  be  sterilized  and  can  be  contained 
in  an  ordinary  salt  shaker,  is  the  drug  of  choice, 
since  it  is  readily  absorbed  and  does  not  “cake” 
in  wounds. 

Lt.  J.  D.  Macpherson,  m.c.,u.s.n.r. 

U.  S.  Naval  Hospital,  Pearl  Harbor,  T.  H. 


A PRESERTinG  FIVE  COUnCIL-flCCEPTED  PRODUCTS... 

SANDOZ 

GYNERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

DIGILANID* 

Chemically  pure  glycosides  from  digitalis  lanata.  It  is  stable,  constant  and  well 
tolerated. 

SANDOPTAL* 

A safe  and  effective  hypnotic.  Well  tolerated  even  by  the  aged. 

Literature  and  samples  on  request. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y.  San  Francisco,  Calif. 

* Trade  Marks  Reg.  U.  S.  Pat.  Off. 
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CLINICO-PATHOLOGIC  COMMENT 


DONORS’  CURIOSITY 

50,000  blood  donors  may  well  ask  100,000 
questions,  which  are  succinctly  answered  by  Fow- 
ler and  Borer  ( J.A.M.A . 118:421  [Feb.  7]  1942). 
Donation  of  555  cc.  of  blood  causes  an  average 
drop  of  2.3  Gm.  hemoglobin  (15%  in  Hawaiian 
male  standard.)  It  takes  about  50  days  to  replace 
this.  Smaller  losses  regenerate  earlier,  and  earlier 
in  men  than  in  women.  Administration  of  iron 
shortens  the  regeneration  time  to  35  days. 

Routine  bleedings  should  be  spaced  at  3 
months,  unless  controlled  by  hemoglobin  estima- 
tions. 


CLEAR  CHOCOLATE  AGAR 

The  favorite  medium  for  growing  meningococ- 
cus, influenza  bacillus  and  particularly  gonococcus 
(in  an  atmosphere  enriched  by  C02)  has  for  many 
years  been  chocolate  agar.  It  is  made  by  adding 
to  a high  grade  agar,  at  about  80°,  either  whole 
blood  or  prepared  hemoglobin.  At  that  tempera- 
ture, coagulation  takes  place,  and  the  resultant 
medium  looks  like  chocolate : hence  its  name. 
Bacterial  growth  is  excellent,  but  with  contami- 
nants present,  reading  colonies,  without  the  aid 
of  dyes  (or  even  with  them)  is  difficult  because 
of  the  opacity  of  the  medium  Now  comes  the 
happy  thought  from  Steinberg  and  Mollor  (/.  Lab. 
& Clin.  Med.  27 :656  [Feb.]  1942)  of  enriching 
the  agar  with  0.1%  soluble  starch,  adding  the 
blood  at  50°,  bringing  it  then  to  80°-85°  for  co- 
agulation, briefly  centrifuging  the  medium,  and 
using  the  supernatant  transparent  portion  for  cul- 
tural work.  They  say  that  it  is  very  well  able  to 
support  the  initial  growth  of  meningococcus,  in- 
fluenza bacillus  and  gonococcus.  It  is  being  tried 
here  in  Hawaii,  but  the  difficulty  is  that  we  have 
few  or  no  B.  influenza  or  meningococcus  cases, 
and  fresh  cases  of  gonorrheal  urethritis,  in  which 
the  culture  would  be  relatively  .pure,  have  also 
become  scarce  as  hen’s  teeth.  We  have  added 
p.  amino-benzoic  acid  to  the  medium,  in  an  effort 
to  work  with  chronic  cases,  practically  all  of  which 
have  been  under  sulfa  drug  therapy  before  they 
become  available  to  the  laboratory. 


PLASMA  PRESERVATION 

Plasma  has  played  an  important  role  in  Ha- 
waii recently — and  may  soon  again — and  it  be- 
hooves all  of  “us  Hawaiians”  to  look  a bit  more 
critically  at  the  methods  of  preservation,  and  the 
fractions  that  are  thereby  preserved.  (However, 
we  must  not  forget  what  Col.  Moorhead  preached 
— “As  an  outcome  of  our  round  table  discussions, 
we  have  decided  that  as  a means  of  combating 
shock  and  hemorrhage,  whole  blood  is  the  method 
of  choice.  If  whole  blood  is  unavailable,  then  plas- 
ma is  the  next  best.  In  burns,  plasma  is  to  be 
preferred.  We  also  give  saline,  with  or  without 
5%  glucose.”  Hawaii  Med.  J.  1 : 1 49  [Jan.]  1942) 

Strumia  and  McGraw  maintain  that  the  sim- 
plest and  best  way  to  make  and  preserve  plasma 
is  to  convert  citrated  blood,  by  a closed  system  in 
a minimum  of  time,  into  plasma,  pool  it  to  neu- 
tralize isohemolysins,  and  add  merthiolate  to  a 
1 : 10,000  concentration.  This  is  followed  by  the 
prompt  fixation  of  the  plasma  by  freezing.  It  is 
then  stored  in  the  frozen  state,  in  250  or  300  cc. 
lots.  This  method  prevents  bacterial  growth. 
When  the  plasma  is  rapidly  melted  at  37°,  floccu- 
lation does  not  occur,  and  it  may  be  given  un- 
filtered. This  method  insures  almost  complete 
preservation  of  all  specific  elements : prothrombin, 
e.g.,  useful  in  hemorrhage,  is  preserved  at  a high 
level  for  50  days  or  longer.  Complement  and 
antibodies  are  thus  also  preserved,  so  that  this 
plasma  has  maximum  usefulness.  Plasma  made 
and  stored  at  room  temperature  is  more  apt  to 
have  contaminants  grow.  Labile  constituents  ra- 
pidly deteriorate.  There  is  little  or  no  flocculation 
but  it  should  nevertheless  be  filtered  before  use. 
Its  chief,  almost  its  only,  value  is  its  protein  con- 
tent. 

Plasma  made  and  stored  at  4°  C — the  usual 
method  in  Hawaii — preserves  its  labile  constitu- 
ents in  fair  quantity  for  50  days,  but  flocculates 
rapidly.  Filtration  is  essential  and  chance  con- 
taminants may  grow. 

Besides  being  indicated  in  shock  ( with  or  with- 
out hemorrhage),  burns,  hypoproteinemias,  cere- 
bral edema,  and  hemorrhagic  diseases,  plasma, 
preferably  very  freshly  made,  has  been  advocated 
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in  infections,  including  the  treatment  of  child- 
hood exanthems. 

We  once  said  that  we  had  never  seen  in  the 
medical  literature  report  of  a case  that  had  died 
of  an  overdose  of  plasma ; Strumia  and  McGraw 
voice  the  same  thought  differently — “It  may  be 
stated  that  the  amount  of  plasma  usually  adminis- 
tered, is  smaller  than  the  quantity  necessary  for 
best  results.” 

So  maybe  the  goal  of  50,000  donors  really  isn’t 
such  a delusion  of  grandeur  as  it  sounds. 


BLOOD  TRANSFUSION  EN  MASSE 

While  the  virtues  of  plasma  have  been  ably 
sung,  it  remains  a fact  that  for  hemorrhage,  or 
hemorrhage  plus  shock,  whole  blood  is  still  the 
choice.  If  we  again  have  a very  large  number  of 
high-explosive  injuries  within  a short  period  of 
time,  it  is  to  be  hoped  that  the  Central  Bank,  or 
its  subsidiaries,  could  supply  ample  quantities  of 
whole  blood,  serologically  negative  and  tested  for 
blood  group,  either  freshly  drawn  or  preserved 
with  glucose  by  the  De  Gowin  method  (28-30 
days).  The  arrival  at  a hospital  of  a large  number 
of  injured  and  a large  amount  of  whole  blood 
would  throw  a heavy  burden  on  the  laboratory, 
which  must  work  at  top  speed. 


Each  patient  must  be  typed,  and  cross-matched 
with  the  blood  of  a selected  flask ; the  latter  should 
have,  attached,  a tube  of  its  cell  suspension.  The 
laboratory  should  be  prepared  with  a large  num- 
ber of  tubes — Wassermann  size — in  a pair  for 
each  patient.  One  should  contain  about  5 cc.  of 
saline,  the  other  enough  sodium  citrate  to  prevent 
coagulation  of  1 cc.  of  blood  (0.1  cc.  of  2 °/c  solu- 
tion of  sodium  citrate  evaporated  to  dryness). 
With  the  usual  spring  lancet,  enough  blood  may 
he  secured  for  typing  and  cross-matching,  leaving 
the  precious  veins  intact  for  transfusion.  Two  or 
three  drops  of  blood  in  the  saline  tube  are  used 
for  determining  blood  group,  which  takes  about 
5 minutes.  Into  the  citrate  tube,  blood  is  milked 
to  one  half  or  one  cc.  There  is  no  delay  awaiting 
clotting;  it  can  be  immediately  centrifuged,  while 
the  grouping  is  in  progress.  Blood  group  having 
been  determined,  the  supernatant  plasma  may  im- 
mediately be  used  in  combination  with  the  cell 
sample  attached  to  the  blood  flask  for  cross-match- 
ing. Besides  the  saving  of  time,  the  method  has 
the  advantage  that,  since  sodium  citrate  is  anti- 
complimentary, agglutination  is  more  accurately 
read,  not  being  obscured  by  hemolysis. 

All  this  is  old  stuff,  hut  it  may  he  advantageous 
to  recall  it  under  the  present  circumstances. 

E.  A.  Fennel,  m.  d. 
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Tincture 

Netaphen 

REG.  U.S.  PAT.  OFF. 


(Tincture  of  4-nitro-anhydro-hydroxy- 

mercury-orthocresol,  Abbott) 


Regardless  of  rigorous  aseptic  measures,  that  invisible 
vandal  the  Staphylococcus  aureus,  alias  Micrococcus 
aureus,  is  still  an  ever-present  threat  in  every  surgical  pro- 
cedure. The  careful  surgeon  well  knows  that  he  must  be 
constantly  on  guard  with  an  antiseptic  that  is  fully  de- 
pendable. Selecting  such  an  antiseptic  is  easy  when  the 
advantages  of  Tincture  Metaphen  1:200,  as  established 
in  an  impartial  study  of  15  commonly  used  antiseptics*, 
are  considered.  On  the  oral  mucosa,  Tincture  Meta- 
phen was  found  to  reduce  bacterial  count  95%  to  100% 
within  five  minutes;  to  have  a two-hour  duration  of 
action — substantially  in  excess  of  any  other  antiseptic 
tested;  and  to  cause  only  a slight  irritation  in  some 
cases,  none  in  the  others.  Tincture  Metaphen,  a tinted 
alcohol-acetone-aqueous  solution  of  Metaphen  is  avail- 
able at  all  prescription  and  hospital  pharmacies  in 
1-fluid  ounce,  4-fluid  ounce,  16-fluid  ounce  and  1-gallon 
bottles.  Abbott  Laboratories,  North  Chicago,  Illinois. 
* Meyer,  E .,  and  Arnold , L.  (1938),  Amer.  J.  Digest.  Dis.,  5:418 
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EMERGENCY  MEDICAL  SERVICES 

(formerly  medical  preparedness) 


ORGANIZATION 

Division  of  Emergency  Medical  and  Related 
Services 

Territorial  Office  of  Civilian  Defense 

The  broad  power  delegated  to  the  Governor 
under  the  provisions  of  special  M-Day  legislation 
authorizes  the  establishment  and  maintenance  of 
essential  hospital,  medical,  first  aid,  public  health 
and  other  services  which  might  be  required  for 
the  civilian  population  during  an  emergency.  Un- 
der this  authorization  the  Division  of  Emergency 
Medical  and  Related  Services  was  established  in 
the  Territorial  Office  of  Civilian  Defense  on  Jan- 
uary 21,  1942.  Dr.  M.  F.  Haralson,  Territorial 
Commissioner  of  Public  Health,  was  appointed 
Administrator  and  was  directed  to  organize  the 
division  to  provide  necessary  medical  and  related 
services  on  a territorial-wide  basis  to  function 
during  the  existing  emergency. 

It  was  clearly  recognized  that  the  organization 
of  the  division  primarily  was  one  of  correlation 
and  coordination  of  services  which  had  already 
been  developed.  Existing  organizations  through- 
out the  Territory  under  volunteer,  private  and 
official  auspices  had  been  developed  which  in  a 
large  measure  made  provision  on  a volunteer  basis 
for  the  several  services  under  emergency  condi- 
tions. 

On  the  island  of  Oahu,  under  the  leadership 
of  the  Medical  Preparedness  Committee  of  the 
Honolulu  County  Medical  Society,  emergency 
medical,  first  aid  and  hospital  programs  had  been 
inaugurated  and  developed.  The  Public  Health 
Committee  of  the  Honolulu  Chamber  of  Commerce 
had  established  a blood  and  plasma  bank  and  had 
provided  a number  of  hospitals  on  the  island  with 
minimum  equipment  to  enable  them  to  supply 
plasma  in  time  of  emergency.  In  anticipation  of 
the  need,  the  City  and  County  of  Honolulu, 
through  the  Emergency  Hospital,  had  stocked  cer- 
tain hospital  and  other  medical  supplies  for  possi- 
ble use.  44ie  Board  of  Health  had  made  provision 
for  services  of  a public  health  nature  and  had 
obtained  additional  equipment,  supplies,  and  bio- 
logies for  emergency  needs.  On  tbe  outside  is- 


lands the  county  medical  societies  had  sponsored 
programs  which  were  developed  under  appro- 
priate committees  with  the  cooperation  of  private 
agencies  to  provide  similar  essential  emergency 
medical  services.  That  the  organizations  on  Oahu 
had  been  able  to  function  efficiently  and  effectively 
was  demonstrated  under  fire — during  the  enemy 
attack  of  December  7. 

To  coordinate  and  centralize  these  activities 
on  a territorial-wide  basis  in  the  Office  of  Civilian 
Defense,  it  was  proposed  to  organize  the  Division 
of  Emergency  Medical  and  Related  Services,  with 
two  major  subdivisions,  one  for  the  island  of  Oahu 
and  one  for  the  outside  islands,  each  to  be  headed 
by  an  executive  officer  who  would  supervise  and 
direct  the  several  emergency  services  under  the 
general  direction  of  the  Administrator. 

Under  the  executive  officer  for  Oahu  it  was 
proposed  that  the  emergency  hospitalization  pro- 
gram, the  blood  and  plasma  bank,  and  the  first 
aid  and  ambulance  services  would  each  be  directed 
by  a supervisor.  For  each  outside  island  county 
it  was  proposed  that  a single  supervisor  would  be 
responsible  for  the  various  emergency  medical 
services,  and  he  in  turn  would  serve  under  the 
general  supervision  of  the  executive  officer  for 
the  outside  islands.  In  addition  to  the  two  major 
subdivisions,  a medical  supply  officer  was  pro- 
posed who  would  be  responsible  for  the  procure- 
ment and  distribution  of  emergency  medical  and 
hospital  supplies. 

In  accordance  with  this  plan,  Dr.  H.  L.  Ar- 
nold, Sr.  has  been  appointed  as  executive  officer 
for  Oahu  and  has  been  delegated  with  the  res- 
ponsibility of  administering  services  for  the  island. 
Drs.  J.  H.  Linson,  F.  J.  Pinkerton,  and  H.  S. 
Dickson  have  been  designated  as  supervisors  of 
the  hospitalization  program,  the  blood  and  plasma 
bank,  and  the  first  aid  and  ambulance  services, 
respectively.  An  executive  officer  for  the  outside 
islands  has  not  yet  been  selected,  but  in  accordance 
with  the  recommendations  of  the  county  medical 
societies,  Dr.  A.  Orenstein  has  been  appointed  as 
the  supervisor  of  all  emergency  medical  services 
for  the  County  of  Hawaii,  Dr.  R.  J.  McArthur 
for  Maui,  and  Dr.  V.  A.  Harl  for  Kauai. 

M.  F.  Haralson,  m.d. 
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EMERGENCY  HOSPITALS 

The  outstanding  development  in  the  medical 
civilian  defense  program  since  the  last  report  has 
been  the  development  of  the  emergency  hospitals. 
The  Wahiawa  School  is  approaching  completion 
of  its  conversion  into  a 300  bed  hospital  and  the 
Sacred  Hearts  Academy  is  also  almost  ready  for 
occupancy.  It  is  proposed  to  have  these  two  hos- 
pitals receive  patients  as  soon  as  the  equipment 
is  adequate  to  care  for  them.  The  financial  policy 
has  not  yet  been  published.  The  Manoa  Japanese 
Language  School  is  being  converted  into  a hos- 
pital but  will  not  be  operated  until  and  unless 
exigencies  make  it  necessary.  The  expansion  of 
the  Shriners’  Hospital  likewise  will  not  function 
unless  conditions  compel  it. 

This  program  was  initiated  by  Dr.  Thomas 
Mossman,  with  the  assistance  of  Colonel  Fronk, 
and  most  of  the  work  so  far  has  been  planned 
by  them.  The  responsibility  has  now  been  turned 
over  to  the  Emergency  Medical  Services  of  the 
Office  of  Civilian  Defense  for  finishing  up  this 
job  so  well  planned  and  begun. 

H.  L.  Arnold,  Sr.,  m.d. 


AID  STATIONS  AND  AMBULANCE 
SERVICE 

The  Emergency  Medical  and  Ambulance  Ser- 
vice continues  the  operation  of  sixteen  aid  sta- 
tions in  the  City  of  Honolulu  and  three  in  the 
rural  areas.  Unit  No.  1 (Demonstration  Unit) 
is  at  present  inactive,  with  supplies  packed  ready 
to  move  to  any  strategic  point  at  a moment’s 
notice. 

The  past  two  air  raid  alarms  very  effectively 
demonstrated  the  efficiency  of  our  volunteer  sys- 
tem. All  units  either  had  a considerable  number 
of  volunteers  actually  present,  or  the  volunteers 
had  reported  by  telephone  and  left  word  where 
they  could  be  reached  should  necessity  warrant 
their  services.  Reports  are  not  as  yet  available 
on  the  Saturday,  March  14,  alarm. 

The  Maunalua  Unit,  under  the  direction  of 
Dr.  F.  H.  Gaudin,  has  placed  three  boxes  of  sup- 
plies at  strategic  points  on  the  Kalanianaole  High- 
way, to  provide  better  service  to  the  residents 
in  that  locality. 

The  Waialae  Unit,  under  the  direction  of  Dr. 
R.  Wong,  has  set  up  a substation  at  the  Kula- 
manu  Studio  on  Aukai  Street.  This-  has  been 
supplied  with  adequate  equipment  and  staffed  with 
volunteer  personnel,  and  should  he  able  to  render 
considerable  service  to  the  residents  of  Kahala 


should  an  emergency  arise.  The  ambulance  service 
will  be  taken  care  of  by  the  Waialae  Unit. 

The  Wahiawa  Unit,  under  the  direction  of 
Dr.  Timothy  Wee,  has  been  allotted  additional 
supplies  and  has  set  up  twelve  substations  through- 
out the  Wahiawa  district.  At  the  present  time 
a training  program  is  under  way,  under  the 
capable  direction  of  Mrs.  McEldowney,  and  it  is 
planned  to  utilize  this  trained  personnel  to  staff 
the  substations.  This  arrangement  should  ade- 
quately take  care  of  the  situation  at  Wahiawa. 

At  the  present  time  plans  are  going  forward 
for  the  placing  of  boxes  of  supplies  at  many  points 
throughout  other  parts  of  rural  Oahu.  Supplies 
to  he  furnished  are  to  be  packed  and  placed  so 
that  they  can  he  opened  and  utilized,  if  necessary, 
by  even  untrained  personnel.  Every  effort  will 
be  made,  however,  to  supplement  this  measure 
by  making  some  trained  personnel  available. 

All  aid  stations  are  being  utilized  by  the  au- 
thorities for  community  projects.  So  far,  this 
work  has  not  seriously  interfered  with  the  train- 
ing program  of  the  aid  station  personnel,  and  any 
proper  requests  for  public  service  will  continue 
to  receive  our  utmost  cooperation.  Aid  stations 
in  the  vicinity  of,  or  attached  to,  public  schools 
have  been  instructed  to  take  care  of  minor  injuries 
that  occur  during  school  hours. 

A typhoid  immunization  and  smallpox  vac- 
cination program  has  been  carried  out  in  the  aid 
stations  and  the  immunization  of  practically  all 
the  station  personnel  has  been  completed.  The 
Kaahumanu  Unit  has  undertaken  in  addition  the 
immunization  of  approximately  200  volunteer  am- 
bulance drivers.  The  first  immunization  dose  was 
given  on  Sunday,  March  8,  1942.  In  cooperation 
with  the  Blood  Bank,  most  of  the  aid  station 
personnel  and  ambulance  drivers,  both  regular  and 
volunteer,  have  been  blood  typed.  The  practical 
experience  thus  gained  by  actual  performance  of 
such  medical  tasks  should  be  of  considerable  bene- 
fit to  the  training  program. 

The  Ambulance  Service  has  now  under  its 
control  seven  specially  built  ambulances  and  four- 
teen converted  cars  that  have  been  donated  and 
deeded  to  the  Office  of  Civilian  Defense.  While 
this  is  by  no  means  adequate,  the  ambulances  now 
enroute,  together  with  the  present  setup  of  vol- 
unteer trucks,  should  adequately  take  care  of  trans- 
portation of  injured  individuals  to  aid  stations 
and  hospitals.  The  volunteer  ambulances  carry 
printed  instructions  conspicuously  placed,  instruct- 
ing them  where  to  report  in  the  event  of  an  air 
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raid.  This  system  has  been  tested  and  is  working 
smoothly. 

It  gives  me  great  pleasure  to  state  that  in  my 
opinion  the  Emergency  Medical  and  Ambulance 
Service  will  function  in  a very  able  mariner  should 
a bombing  raid  place  it  in  action. 

H.  S.  Dickson,  m.d. 


BLOOD  AND  PLASMA  BANK 
Progress  Report 

Typing  and  Serologic  Testing.  Up  to  March 
1,  1942,  approximately  8,000  persons  had  been 
typed.  This  figure  includes  the  employes  of  14 
industrial  organizations.  All  blood  drawn  has 
been  examined  serologically  by  the  Wassermann, 
Kahn,  Eagle  or  Kline  test,  depending  on  the  vary- 
ing availability  of  materials  necessary  for  these 
various  procedures. 

Bleeding  Donors  and  Processing  Plasma.  At 
present  10  units  are  at  work  daily  on  one  or  both 
of  these  tasks. 

The  total  number  of  donors  to  date  is  ap- 
proximately 5,300.  Approximately  3,500  doses 
of  plasma  (250  cc.  each)  are  in  the  bank  ready 
for  use.  Approximately  1 ,000  additional  doses 
have  been  dispensed  to  patients,  making  a total 
of  4,500  doses  produced  to  date. 

During  the  rush  period  immediately  follow- 
ing the  “blitz,”  approximately  42%  of  the  out- 
put was  contaminated.  Of  this  amount  all  but 
about  30  liters  has  been  decontaminated  and  re- 
claimed ; continuation  of  the  reclaiming  process 
is  dependent  upon  the  procuring  of  five  new  fil- 
ters. 

All  filtered  and  reclaimed  plasma  has  been 
tested  for  toxicity  on  guinea  pigs  according  to 
the  prescribed  methods  for  the  production  of  bio- 
logies. 5,000  cc.  of  contaminated  and  reclaimed 
plasma  has  been  given  to  human  patients  without 
ill  effect. 

Chemical  analysis  of  reclaimed  filtered  plasma 
shows  the  following  results : 


Ingredient 

Before 

filtration 

After 

filtration 

Normal 
whole  blood 

Protein 

5.8  Gm. 

5.75  Gm. 

6-8  Gm. 

Albumin 

4.2 

4.15 

4.2-5. 4 

Globulin* 

1.6 

1.6 

1. 6-3.2 

Cholesterol 

152.00 

151.00 

140-200 

mgm./lOO  cc. 

mgm./lOO  cc. 

mgm./lOO  cc. 

Chlorides 

608.00 

607.00 

570-620 

Fibrinogen 

0.35 

0.30 

0.4 

* by  difference. 


To  stop  some  of  the  loose  talk  in  connection 
w'ith  the  Blood  Bank,  there  has  been  no  loss  to 
date  of  a single  drop  of  plasma.  The  contaminated 
plasma  produced  under  pressure  and  adverse  con- 
ditions has  largely  been  reclaimed  and  made  safe 
for  use,  and  reclamation  of  the  rest  of  it  is  in 
progress. 

At  the  Central  Bank  the  present  rate  of  con- 
tamination is  about  1%,  which  is  much  less  than 
that  reported  from  other  similar  projects.  This 
low  rate  is  made  possible  by  trained  personnel 
working  under  normal  conditions  with  proper 
equipment  and  a completely  closed  system. 

The  medical  profession  and  the  public  must 
realize  that  tbe  plasma  and  whole  blood  in  the 
Bank  is  to  be  saved  for  war  and  military  emer- 
gencies, and  while  it  is  available  for  peace-time 
emergency  civilian  use,  this  is  permitted  only  with 
the  understanding  that  it  be  replaced  by  the  proper 
number  of  donors,  or  paid  for  at  a rate  sufficient 
to  purchase  enough  blood  to  replace  it. 

The  foregoing  is  not  intended  as  a complete 
report,  but  only  as  an  informative  bulletin  and 
a progress  report  of  the  activities  of  the  Blood 
and  Plasma  Bank. 

F.  J.  Pinkerton,  m.d. 


KAUAI 

A special  committee,  consisting  of  Drs.  Wallis. 
ITarl,  Umaki  and  Boyden,  met  with  OCD  co- 
ordinator Fern  at  the  Wilcox  Hospital  on  Feb- 
ruary 28th  to  consider  the  administration  of  the 
federal  appropriation  of  funds  for  Kauai’s  civilian 
defense. 

At  that  time  it  was  expected  that  from  $100,000 
to  $300,000  would  be  available  to  Kauai  and  was 
to  take  care  of  civilian  casualties  only.  Plans  also 
were  under  way  for  the  Army  to  use  Kilauea, 
Wilcox,  Mahelona  and  Waimea  hospitals  for  the 
hospitalization  of  military  casualties,  the  Army 
proposing  to  furnish  beds,  linens,  nurses  and 
orderlies. 

The  committee  was  unanimous  in  its  opinion 
that  every  effort  should  be  made  to  have  the  ad- 
ministration of  the  Kauai  program  given  to  Kauai 
with  full  authority  and  responsibility,  and  Dr. 
Brennecke  was  appointed  with  authority  of  the 
Kauai  Medical  Society  to  visit  Dr.  Haralson. 
Col.  King  and  Col.  Green  in  Honolulu  to  accom- 
plish this. 

The  committee  further  was  of  the  opinion  that 
if  civilian  hospitals  are  used  for  the  care  of  mili- 
tary personnel  such  hospitals  should  be  financed 
by  the  military  authorities. 
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Regarding  plasma  preparation,  the  committee 
did  not  approve  the  fee  of  $3.00  to  the  Wilcox 
Hospital  for  each  blood  donor.  This  matter  to 
be  taken  up  again  after  Dr.  Brentiecke  investigates 
the  Honolulu  procedure.  The  suggestion  that  Dr. 
Ecklund  be  paid  a fee  for  his  services  in  con- 
nection with  the  emergency  plasma  work  was  also 
not  approved. 

Webster  Boyden,  m.d. 


NURSING  ACTIVITIES  UNDER  THE 
OFFICE  OF  CIVILIAN  DEFENSE 

Because  of  the  usual  casual  acceptance  by  doc- 
tors of  the  indispensable  services  of  the  nursing 
profession  and  their  habit  of  making  no  comment 
upon  their  services  except  those  classifiable  as 
“detergent  to  caustic,”  no  one  made  reference  in 
the  first  “war”  number  of  the  Journal  to  the 
splendid  work  done  by  the  nursing  profession. 
Only  the  anonymous  author  of  the  Pearl  Harbor 
article  alluded  to  it  in  passing. 

Mrs.  David  Y.  Akana  has,  therefore,  been 
asked  to  prepare  a report  of  activities  since  her 
appointment  on  March  2nd  as  Supervisor  of 
Nursing  Activities  for  the  O.C.D. 

It  is  unbelievable  how  acute  the  nursing  situa- 
tion had  become  in  the  three  short  months  since  the 
war  started  and  what  new  problems  developed 
out  of  the  civilian  defense  activities.  First  of  all, 
there  has  been  created  a definite  shortage  of  nurs- 
ing power  in  the  Territory,  due  to  several  factors. 
First-reserve  Red  Cross  nurses  were  called  to 
active  duty,  and  in  many  instances  these  were  wo- 
men holding  key  positions  in  the  civilian  hospitals. 
With  the  evacuation  of  the  military  casualties  to 
the  mainland,  a large  number  of  civilian  nurses 
were  called  upon  for  convoy  duty,  and  many  of 
these  were  not  returned  because  transportation 
could  not  be  provided  for  them.  Wives  of  Army 
and  Navy  personnel  have  been  evacuated  or  have 
accompanied  their  husbands  upon  transfer.  The 
aid  stations,  formerly  staffed  by  volunteers,  have 
required  the  employment  of  40  full-time  nurses. 
Civilian  nurses  have  been  drawn  on  to  staff  the 
Army’s  provisional  hospitals  at  St.  Louis  College, 
Kamehameha  School,  and  the  dispensaries  of  the 
industrial  and  defense  projects’  clinics.  Assign- 
ments have  been  made  impossible  for  those  nurses 
who  have  children  at  home,  due  to  the  lack  of 
domestic  help  formerly  available. 

The  shortage  of  nurses  thus  created  has  been 
felt  most  keenly  by  the  civilian  hospitals.  Queen’s 
had  a shortage  of  35  nurses,  Kapiolani  18,  Leahi 


8,  Children's  8 and  St.  Francis  8.  The  needs  of 
the  newdy  converted  Sacred  Hearts  and  Wahiawa 
hospitals  had  to  be  faced.  The  number  of  nurses 
available  for  private  duty  shrank  from  90  to  60 
in  one  month.  The  actual  increased  load  on  the 
public  health  nurses,  as  well  as  the  anticipated 
additional  responsibilities  to  be  placed  on  them 
as  a result  of  the  contemplated  immunization  pro- 
gram and  evacuation  plans,  made  additional  work- 
ers among  these  necessary. 

The  Military  Governor  issued  a “freeze”  order, 
effective  December  7,  1941,  making  it  impossible 
for  nurses  to  leave  their  present  jobs,  or  the  Ter- 
ritory, unless  a substitute  wras  available,  or  there 
was  other  good  and  sufficient  reason  for  their 
release.  It  is  not  necessary  to  explain  situations 
which  naturally  arose  as  a result  of  this  action. 

After  a preliminary  survey  of  existing  con- 
ditions with  the  assistance  of  the  superintendents 
of  nurses  of  the  various  hospitals,  the  Hospital 
Association,  the  Bureau  of  Public  Health  Nurs- 
ing, the  Hawaii  Chapter  American  Red  Cross,  and 
the  Territorial  Nurses'  Association,  with  its  Nurs- 
ing Service  Bureau,  steps  were  taken  as  follows : 

1 ) A program  of  recruitment  was  under- 
taken. Through  newspaper  and  radio  appeal  on 
the  mainland,  it  was  attempted  to  call  150  nurses 
from  all  parts  of  the  United  States.  A sum  of 
$30,000  was  set  up  by  the  O.C.D.  to  cover  the 
transportation,  overland  and  sea,  for  such  nurses, 
and  to  pay  the  salaries  of  those  recruits  who  would 
be  designated  for  special  work  by  the  O.C.D. 
The  help  of  nursing  placement  agencies  on  the 
West  Coast,  the  East  Coast  and  Chicago  was 
enlisted  for  this  purpose,  and  to  date  101  recruit- 
ments have  been  made.  The  Commandant  of  the 
12th  Naval  District  has  been  most  cooperative  in 
giving  transportation  to  these  recruits. 

2)  A plan  was  outlined  for  cooperation  be- 
tween the  Army  and  Navy  and  civilian  nursing 
agencies  governing  the  release  and  evacuation  of 
civilian  nurses,  with  definite  agreement  that  trans- 
portation will  not  be  granted  any  nurse  without 
the  knowledge  of  and  a clearance  from  the  Super- 
visor of  Nursing  Activities  of  the  O.C.D.  office. 

3)  Personal  problems  of  nurses  were  con- 
sidered with  a view  of  helping  to  strengthen  mo- 
rale. 

This  progress  could  only  be  made  bv  reason 
of  the  splendid  cooperation  given  by  the  various 
organizations  concerned,  and  it  is,  I believe,  ample 
proof  of  the  value  of  good  organization  during 
peace  time. 

Supervisor  of  Nursing  Activities,  O.C.D. 

(Mrs.)  David  Y.  Akana, 
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Alexander  the  Great  was  the  first  GREAT  Military 
Strategist.  There  have  been  many  others  who  thought 
that  they  were  "JUST  AS  GOOD". 

Doctor  Don  Baxter,  M.D.  pioneered  intravenous  dex- 
trose and  saline  solution. 

THERE  IS  ONLY  ONE  NAME  that  stands  out  from 
the  multitude  of  would-be  leaders.  Baxter  is  not  "JUST 
AS  GOOD".  It  is  good.  It  is  reaction  free.  The  name 


stands  for  that  intangible  something  that  no  other  "JUST 
AS  GOOD"  manufacturers  can  duplicate 


The  Baxter  method  of  indirect  blood  transfusion  is 
in  a class  by  itself.  No  chance  of  Contamination.  No 
Reactions. 

Baxter  products  are  distributed  in  Hawaii  by  the 
following  firms: 


Oahu 

HOSPITAL  PURVEYORS,  LTD. 


Maui 

KAHULUI  STORE 


Hawaii 

THEO.  H.  DAVIES  & CO. 


Kauai 

McBRYDE STORE 


♦ 


Physicians  will  find  that  S-M-A* *  is 
not  a "compromise  formula!’  It  is  a 
complete  milk  formula  for  infants 
deprived  of  human  milk. 

Cows’  milk  fat  is  replaced  with  the 
unique  S-M-A  fat  for  easy  digestion 
and  adequate  nutrition.  It  compares 
physically,  chemically  and  biologi- 
cally with  the  fat  in  human  milk. 

The  carbohydrates  in  S-M-A  and 
human  milk  are  identical. 

With  the  exception  of  vitamin  C, 
the  vitamins  essential  to  normal 
growth  and  development  (Bi,  D, 
and  A)  are  included  in  adequate 
proportion  in  S-M-A  ready  to  feed. 

Furthermore,  iron  (so  difficult  to  pro- 
vide for  the  bottle-fed  infant)  is 
included  in  S-M-A.  When  prepared 
each  quart  provides  10  mg.  iron  and 
ammonium  citrate. 

***** 

Excellent  results  with  hundreds  of 
thousands  of  infants  is  reason  enough 
why  S-M-A  is  the  choice  of  a steadily 
increasing  number  of  physicians. 

Try  S-M-A.  Results  tell  the  true  story 
more  aptly  than  words  and  pictures. 


$ 


— 


*S-M-A,  a trade  mark  of  S.M. A.  Corporation,  for  its  brand  chloride:  altogether  forming  an  antirachitic  food.  When 

of  food  especially  prepared  for  infant  feeding  derived  from  diluted  according  to  directions,  it  is  essentially  similar  to 

tuberculin -tested  cow's  milk,  the  fat  of  which  is  replaced  by  ■.TJiffj.am  , , , , , 

animal- and  vegetable  fats,  including  biologically  tested  cod  hum3n  m,lk  ,n  PerccntaSes  of  Protein,  fat,  carbohydrate  and 

liver  oil ; with  the  addition  of  milk  sugar  and  potassium  ash,  in  chemical  constants  of  the  fat  and  physical  properties. 


S.M. A.  CORPORATION 


8100  McCORMICK  BOULEVARD 


CHICAGO,  ILLINOIS 


COUNTY  SOCIETY  REPORTS 


KAUAI  COUNTY  MEDICAL  SOCIETY 

A luncheon  meeting  was  held  at  the  Lihue 
Hotel,  January  14,  1942.  All  resident  members 
were  present.  Major  Leach  and  Major  Wessling 
were  guests. 

There  was  no  regular  December  meeting,  and 
since  that  time  Drs.  Wade  and  Ecklund  have 
been  called  to  active  duty  from  the  Naval  Re- 
serve. 

Because  of  the  “blackout”  and  extra  work  of 
all  members  in  preparedness  activities,  it  was 
voted  that  future  meetings  be  held  bi-monthly 
and  at  noon,  on  second  Wednesdays,  special  meet- 
ings being  called  as  required. 

The  secretary  was  instructed  to  obtain  the 
notes  on  lectures  given  by  Dr.  Moorhead  during 
his  December  visit  in  Honolulu.* * 

Plasma  preparation  and  storage  was  consi- 
dered. Dr.  Kuhns  has  been  appointed  to  direct 
this  work.  The  membership  believed  it  advisable 
to  continue  the  preparation  of  250  cc.  quantities 
to  be  diluted  when  used  and  to  be  stored  in 
suitable  refrigeration  units  at  three  or  four  dif- 
ferent points  on  the  island. 

It  was  the  opinion  of  the  majority  that  the 
Red  Cross  arm  bands  should  be  used  by  all  first 
aid  and  medical  personnel.  Some  believed  that 
graduate  nurses  should  wear  "RN”  insignia  and 
the  doctors  “MD”.f 

After  further  general  discussion  of  various  top- 
ics the  meeting  adjourned. 

Webster  Boyden,  m.d.,  reporting. 


MAUI  COUNTY  MEDICAL  SOCIETY 

The  regular  meeting  of  the  Maui  County  Med- 
ical Society  (annual  meeting)  was  held  on  Feb- 

Xotc : Only  official  medical  O.C.D.  insignia  are  now  permitted  on 
arm  hands  for  use  by  civilian  medical  or  nursing  personnel;  the 
American  Red  Cross  has  withdrawn  its  arm  bands  from  circulation. 

* Kdi tor’s  note:  these  have  since  been  published,  in  the  January  i*:- 
sue  of  The  Journal. 


ruary  16,  1942.  The  meeting  was  called  to  order 
by  Dr.  Anderson,  Secretary. 

Members  present : Drs.  K.  Izumi,  R.  Mc- 
Arthur, E.  Anderson,  G.  von  Asch,  E.  Kushi,  T. 
Kanda,  W.  Patterson,  H.  Seiler,  K.  Jones,  William 
Osmers,  A.  Rothrock,  G.  Lightner,  W.  Dunn,  and 
J.  Sanders,  guest. 

Election  of  officers : The  following  were  elect- 
ed: Dr.  R.  J.  McArthur,  Wailuku,  President; 
Dr.  H.  H.  Seiler,  Paia,  Vice-President ; Dr. 
William  Osmers,  Wailuku,  Secretary-Treasurer. 

The  following  were  elected  to  membership  in 
the  Society : Dr.  Lewis  E.  Shapiro,  Pukoo,  Molo- 
kai ; Dr.  William  H.  Wilkinson,  Lanai  City,  Lanai ; 
Dr.  Douglas  Murray,  Paia,  Maui : and  Dr.  Haw- 
ley H.  Seiler,  Paia,  Maui. 

The  following  receipts  were  entered  and  de- 
posited with  our  checking  account  as  of  this  date : 
Dr.  Robert  Benson,  $20.00;  Dr.  William  Patter- 
son, $25.67. 

Meeting  Adjourned. 


Meeting  of  the  Board  of  Governors,  March 
2,  1942.  Dr.  McArthur  presided.  Present  : Drs. 
Dunn,  McArthur,  Seiler,  Osmers,  Lightner  and 
Kusunoki  ( guest ) . 

It  was  suggested  that  instead  of  an  annual 
meeting  of  all  members  of  the  Territorial  Society 
for  the  year  1942  a meeting  of  only  the  House  of 
Delegates  and  the  Council  be  called  and  that  if 
possible  the  Honolulu  County  Society  hold  its 
meeting  at  this  time  in  order  that  visiting  mem- 
bers from  the  other  islands  might  be  present  to 
listen  in  at  such  discussions  as  might  be  of  in- 
terest to  members  of  the  entire  Territorial  Asso- 
ciation. 

Dr.  Lightner  moved  that,  in  the  event  such  a 
• meeting  of  the  Council  and  Delegates  is  held  in 
place  of  an  annual  meeting  of  the  entire  Associa- 
tion, the  expenses  of  our  Councillor  and  Delegate 
be  paid  by  our  Society.  Seconded  by  Dr.  Dunn 
and  carried. 

Meeting  adjourned. 

William  Osmers,  m.d.,  reporting. 
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Medical  Society  meetings  have  been  held  Jan- 
uary 18th  and  February  14th,  in  the  afternoons 
because  of  “black-out”  restrictions  and  the  diffi- 
culty of  travelling  after  dark.  These  meetings  had 
a better  attendance  than  the  majority  of  our  pre- 
vious meetings  as  the  physicians  have  been  vitally 
interested  in  the  discussions  and  in  the  solution 
of  problems  of  civilian  medical  defense.  The  civi- 
lian defense  committee  has  done  a great  deal  of 
work  and  has  accomplished  much  in  preparing  to 
meet  any  emergency  which  may  arise.  Benefiting 
from  the  experience  gained  in  Honolulu  on  De- 
cember 7th,  this  committee  has  been  able  to  in- 
telligently organize  a plan  for  this  island  should 
such  an  event  happen  to  Hawaii. 

Knowing  that  one  man  was  going  to  be  ap- 
pointed to  control  all  such  activities,  the  society 
has  recommended  one  of  its  members  for  the 
important  post.  Dr.  A.  Orenstein  was  the  so- 
ciety's recommendation  as  the  proper  man  for  the 
job.  Since  he  is  well  qualified,  knows  the  prob- 
lems of  this  island,  and  will  have  the  full  coopera- 
tion of  all  the  physicians,  his  leadership  should 
insure  the  maximum  of  efficient  preparedness. 

Because  of  the  increase  in  venereal  disease 
cases,  the  society  has  recommended  a more  vigor- 
ous control  and  check  of  such  cases.  Working  in 
conjunction  with  the  Board  of  Health  and  the 
military  authorities,  certain  rules  and  regulations 
have  been  adopted  to  cope  with  the  problem.  In 
brief,  these  aim  to  discover  the  source  of  the 
infection  ; insure  adequate  treatment  of  cases  found 
and  compel  necessary  treatment,  if  need  be,  while 
in  the  infectious  state;  prevent  travel  of  infectious 
cases  from  one  district  to  another ; have  definite 
criteria  for  non-infectiousness  of  a case ; and  have 
all  cases  released  only  by  the  venereal  disease  clinic 
or  other  recognized  governmental  agency.  It  is 
felt  that  the  problem  can  thus  be  better  managed 
and  controlled  without  working  a hardship  or 
interfering  with  any  physician’s  practice. 


On  February  8,  1942  the  Society  met  with  Lt. 
Col.  Woodruff  of  the  Army  and  discussed  at 
length  the  venereal  disease  problem.  It  was  de- 
cided to  refer  this  entire  matter  to  a committee, 
which  would  report  at  the  February  14  meeting 
of  the  Society.  At  this  latter  meeting  the  com- 
mittee composed  of  Dr.  Arimizu  and  Dr.  C.  L. 
Phillips  rendered  its  report  which  was  accepted 


with  minor  changes.  The  U.  S.  Army  has  ap- 
proved this  report  and  it  now  constitutes  the 
rules  by  which  members  of  our  Society  are  to  be 
guided  in  all  venereal  disease  cases.  The  report 
is  as  follows : 

Report  of  the  Venereal  Disease  Committee 

I.  All  cases  of  venereal  disease  must  be  reported 
immediately  to  the  Board  of  Health.  The  source 
of  infection  and  contacts  must  be  diligently  inquired 
into  and  also  reported  so  that  adequate  measures 
may  be  taken  to  prevent  the  spread  of  the  disease, 
(lt  would  facilitate  matters  for  the  Board  of 
Health  if  physicians  would  state  whether  the  case 
is  indigent  or  not.) 

II.  All  cases  suspected  of  spreading  venereal  disease  or 
deliquent  in  treatment  must  be  isolated. 

III.  When  a case  is  considered  non-infectious  by  the 
attending  physician,  final  clearance  can  be  given 
only  by  the  Venereal  Disease  Clinic  or  other  recog- 
nized governmental  agencies. 

Criteria  for  non-infectiousness : 

1.  Gonorrhea. 

Males : 

a.  Freedom  from  discharge. 

b.  Clear  urine,  no  shreds,  or  shreds  negative 
for  gonococci. 

c.  The  pus  expressed  from  the  urethra  must 
be  negative  for  gonococci  on  two  succes- 
sive examinations  at  intervals  of  not  less 
than  forty-eight  hours. 

Females : 

a.  No  infective  vaginal  discharge. 

b.  Two  successive  negative  examinations  for 
gonococci  of  the  secretions  of  the  urethra, 
vagina  and  of  the  cervix,  with  an  interval 
of  at  least  forty-eight  hours. 

2.  Syphilis. 

Cases  of  syphilis  shall  be  regarded  as  com- 
municable until  under  treatment  all  lesions 
of  the  skin  or  mucous  membrane  are  com- 
pletely healed  and  a competent  clinical 
examination  shows  the  absence  of  any  area 
from  which  infectious  matter  can  be  dis- 
seminated. 

IV.  All  smears,  cultures  and  serologic  tests  shall  be 
done  at  the  Hilo  Memorial  Hospital  or  Board  of 
Health  laboratory.  Physicians  in  the  outlying  dis- 
tricts may  run  their  own  tests  if  there  are  adequate 
laboratory  facilities,  but  the  final  release  must 
come  from  the  Venereal  Disease  Clinic  or  other 
recognized  governmental  agencies. 

V.  All  infectious  cases  in  the  outlying  districts  should 
be  restricted  to  their  respective  districts  until  con- 
sidered non-infectious  by  the  attending  physician. 
Final  clearance  must  be  obtained  from  the  Vener- 
eal Disease  Clinic  or  other  recognized  government- 
al agencies. 
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The  202nd  monthly  meeting  of  the  Hawaii 
County  Medical  Society  was  called  to  order  at 
10:00  a. m.,  Sunday,  January  18,  1942,  at  the 
Hilo  Memorial  Hospital.  There  were  23  members 
and  2 guests  present. 

Dr.  Patterson  reported  that  the  Hawaii  Coun- 
ty issue  of  the  Journal  would  be  postponed  to 
allow  the  next  issue  to  be  devoted  to  papers  front 
the  Honolulu  physicians  on  their  war  experiences. 
He  requested  additional  papers  from  the  mem- 
bers for  inclusion  in  the  Hawaii  County  issue. 

Dr.  Keay  read  the  minutes  of  the  medical 
defense  committee’s  previous  meeting.  A clarifi- 
cation of  the  committee’s,  functions  and  responsibi- 
lities was  requested.  Major  Mayfield  stated  that 
the  Army  was  prepared  to  take  care  of  its  own 
casualties  and  that  this  committee  should  continue 
to  function  under  W.  H.  Hill  during  the  emer- 
gency. Major  Mayfield  also  reported  that  the 
Hilo  Red  Cross  has  started  to  work  on  surgical 
dressings. 

The  application  of  Dr.  Yamanoha  for  member- 
ship was  approved  by  a vote  of  16  to  2. 

Dr.  Sexton  reported  on  his  recent  trip  to 
Honolulu  and  made  recommendations  to  meet  an 
emergency  such  as  occurred  in  Honolulu.  He 
pointed  out  certain  shortcomings,  such  as  the 
lack  of  preparation  for  complete  blacking  out  of 
Queen’s  Hospital ; the  confusion  of  outside  work- 
ers in  trying  to  assist  during  the  emergency  which 
caused  difficulty  in  giving  intravenous  treatments 
or  bedside  care  to  casualties ; the  necessity  for 
dividing  the  hospital  into  sections  and  classifying 
and  sorting  the  casualties  for  these  sections.  He 
submitted  an  outline  of  suggestions  and  recom- 
mended that  Hilo  Hospital : 1 ) evacuate  all  pos- 
sible cases  from  the  hospital  for  home  care;  2) 
appoint  teams  immediately  and  train  assistants 
to  work  with  each  team;  3)  invite  Dr.  Halford 
to  Hawaii  to  demonstrate  burn  treatment  tech- 
nique ; 4)  obtain  more  sterile  surgical  dressings. 

It  was  voted  that  Dr.  Halford  be  invited  to 
Hawaii  to  instruct  us  in  burn  and  shock  treatment, 
and  to  bring  all  possible  supplies  such  as  sulfa- 
diazine solution  and  tablets. 

Our  guest,  Colonel  Smock,  gave  a short  talk 
on  the  Army’s  position  and  what  the  Medical 
Corps  was  attempting  to  do. 

Meeting  adjourned  at  11:30  a.m. 

Edmund  Tompkins,  m.d.,  reporting. 


The  203rd  monthly  meeting  of  the  Hawaii 
County  Medical  Society  was  called  to  order  on 
February  14th,  1942,  at  3:00  P.M.  at  the  Hilo 
Memorial  Hospital.  There  were  23  members 
present. 

Dr.  Yamanoha’s  election  to  membership  was 
ruled  irregular  and  his  application  referred  back 
to  the  Censorship  Committee  for  further  consi- 
deration. 

A report  of  the  medical  defense  committee 
was  called  for  and  Dr.  Keay  stated  that  at  the 
present  time  although  the  committee  had  been 
functioning  up  to  date,  it  did  not  know  its  position 
or  standing  for  the  future  as  there  had  been  some 
talk  of  the  appointment  of  a civilian  medical  direc- 
tor for  the  entire  island.  This  appointment  would 
come  from  Honolulu  and  probably  be  made  by 
Dr.  Haralson.  Dr.  Crawford  felt  that  this  So- 
city  should  have  a word  in  choosing  the  person 
as  full  cooperation  would  be  necessary  from  all 
physicians.  He  also  reported  that  he  had  received 
a $5,000.00  allotment  for  the  month  of  February 
for  the  medical  civilian  defense  work,  to  date  about 
$3,000.00  had  been  spent.  Thus,  our  main  diffi- 
culty has  been  solved — that  of  obtaining  money 
to  procure  necessary  materials  and  equipment. 
The  status  of  the  expenditure  of  this  money  is 
not  exactly  known  until  the  return  of  W.  H.  Hill 
who  is  conferring  in  Honolulu  at  the  present 
time.  Dr.  Phillips  was  against  having  paid  physi- 
cians or  paid  first-aid  workers  if  some  other  way 
could  be  found  to  accomplish  the  necessary  work. 
Dr.  Sexton  stated  that  it  appears  as  if  one  man 
were  going  to  be  appointed  by  the  civilian  authori- 
ties to  be  in  command  of  all  civilian  casualties  on 
the  island,  he  proposed  that  we  decide  on  a man 
to  recommend  as  a society  and  suggested  Dr. 
Orenstein.  Dr.  Crawford  suggested  that  a meet- 
ing be  called  to  discuss  this  question.  In  view 
of  the  supposed  need  for  immediate  action,  how- 
ever, the  general  feeling  was  that  definite  action 
be  taken  at  this  meeting.  Dr.  Rice  moved,  sec- 
onded by  Dr.  Phillips,  that  the  Society  recom- 
mend Dr.  Orenstein  to  act  as  civilian  medical 
director  for  Hawaii.  The  motion  was  passed,  12 
yes  and  8 no.  Dr.  Eklund  stated  that  undoubtedly 
many  of  the  negative  votes  cast  were  for  Dr. 
Orenstein  but  against  this  way  of  doing  it.  Con- 
siderable discussion  followed  and  it  was  moved 
by  Dr.  Roll  and  seconded  by  Dr.  Phillips  that  a 
vote  of  confidence  be  taken  for  Dr.  Orenstein. 
This  motion  was  amended  by  Dr.  Chang  that 
all  other  absent  members  be  contacted  and  in- 
formed of  what  has  taken  place  and  ask  for  an 
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expression  of  their  confidence.  This  motion  and 
amendment  were  passed  unanimously. 

As  there  seemed  to  be  considerable  dissatis- 
faction and  discussion,  it  was  moved  by  Dr.  Sex- 
ton and  seconded  by  Dr.  Crawford  that  a special 
meeting  be  held  Sunday,  February  15th,  for  a 
reconsideration  of  the  question,  with  all  men  being 
notified  so  that  they  would  have  a chance  to  vote. 
This  was  amended  by  Dr.  Crawford,  seconded 
by  Dr.  Patterson,  that  the  secretary  be  instructed 
to  contact  each  man  and  ask  them  to  select  a 
member  as  their  choice  to  be  head  of  the  medical 
division  of  civilian  defense  and  to  so  instruct  the 
secretary.  The  man  receiving  the  most  votes  was 
to  be  elected.  Motion  and  amendment  were  passed. 

Meeting  adjourned  at  5:30  P.M 

Edmund  Tompkins,  m.d.,  reporting. 


HONOLULU  COUNTY  MEDICAL  SOCIETY 

Summary  of  meetings,  January  thru  March  1942. 

A change  in  procedure  has  been  made  neces- 
sary for  the  regular  meetings  of  the  Society  due 
to  blackout  and  difficulty  of  night  driving.  In- 
stead of  the  general  evening  meeting  on  the  first 
Friday  of  every  month  the  society  now  meeis 
weekly  at  9:00  a.m.  on  Thursday  mornings  in 
the  Mabel  Smyth  Building  auditorium.  It  has 
been  necessary  since  the  Blitz  to  have  the  doctors 
assemble  at  frequent  intervals  to  keep  informed 
of  current  plans  and  procedures  under  the  emer- 
gency program,  and  to  enable  them  to  act  as  a 
group  in  deciding  questions  of  group  policy.  To 
facilitate  this  it  was  agreed  to  combine  the  regu- 
lar Thursday  morning  clinics  of  the  Queen’s  Hos- 
pital with  the  meetings  of  the  society,  the  society 
taking  the  time  from  9 to  9 :30  for  announce- 
ments, discussions,  and  necessary  action  in  emer- 
gency issues  as  they  arise,  and  Dr.  Hirsch  taking 
over  thereafter  for  an  hour  for  clinic  presenta- 
tions. 

This  has  so  far  worked  out  very  well  and  en- 
tirely to  the  satisfaction  of  the  medical  society, 
with  an  attendance  of  rarely  less  than  80  persons. 
A special  committee  of  the  Board  of  Governors 
meets  every  Wednesday  morning  to  plan  the 
proceedings  of  the  Thursday  morning  meeting, 
and  any  matters  any  member  wishes  to  bring  up 
for  consideration  should  be  in  this  committee's 
hands  before  Wednesday. 


The  Board  of  Governors  has  continued  to 
meet  as  before  on  the  first  Friday  of  the  month, 
as  prescribed  by  the  by-laws,  and  at  such  other 
times  as  the  business  of  the  society  requires  it. 

The  society  has  endea\ored  wherever  possible 
to  set  itself  up  as  a distribution  center  for  the  con- 
venience of  the  doctors.  In  this  manner  gas 
masks,  passes,  liquor  permits  and  gasoline  ration 
coupons  have  been  handled. 

The  major  concern  of  the  society  recently  has 
been  the  program,  proposed  by  the  Army,  of 
immunizing  the  entire  island  population  against 
typhoid,  paratyphoid,  and  smallpox.  Immuni- 
zation of  the  rural  areas  was  carried  out  almost 
entirely  by  Board  of  Health  personnel  but  when 
it  came  to  the  200,000  population  of  the  City  of 
Honolulu  the  plan  encountered  an  immense  prob- 
lem in -medical  personnel  to  carry  it  out.  It  was 
proposed  to  the  society  by  Dr.  Arnold,  in  his  capa- 
city as  Director  of  the  Emergency  Medical  & 
Allied  Services  of  the  O.C.D.,  that  the  public 
be  given  an  opportunity  to  have  these  immuniza- 
tions done  by  their  private  physicians  wherever 
possible,  prior  to  the  date  set  for  the  mass  immuni- 
zation program,  and  it  was  also  proposed,  in- 
stead of  a much  higher  rate  set  earlier  in  the  year, 
that  the  society  adopt  a fee  of  $1.00  per  injection. 
This  was  approved  by  the  general  membership 
at  the  Thursday  morning  meeting  of  March  5th. 

At  the  meeting  of  March  18th  the  member- 
ship further  accepted  the  recommendation  of  Dr. 
Arnold  of  $15.  for  an  afternoon  of  four  hours, 
to  be  paid  doctors  aiding  the  mass  immunization 
:>rogram,  starting  March  30th.  This  action  was 
won  by  a small  majority  despite  a contrary  rec- 
ommendation made  jointly  by  the  Board  of  Gov- 
ernors and  the  Committee  on  Forms  of  Medical 
Practice,  to  the  effect  that  doctors  should  be 
compensated  at  the  rate  of  $10.  per  hour  whether 
for  mass  immunization  of  employees  in  industrial 
plants,  or  the  general  population  at  aid  stations 
during  the  immunization  campaign. 

The  rate  of  $10.  per  hour  for  immunization 
in  industrial  and  commercial  plants  was  unani- 
mously accepted  by  the  membership. 

A report  is  given  regularly  at  the  Thursday 
me  ning  meetings  by  Dr.  Enright  of  the  Com- 
municable Disease  Bureau  of  the  Board  of  Health, 
on  the  current  communicable  disease  status  of 
the  community.  Considerable  time  has  been  given 
by  him  lately  to  the  immunization  program.  He 
gave  information  on  the  intradermal  technique  and 
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dosage.  He  commented  on  the  epidemic  of  “pink 
eye”  in  the  western  states,  cautioning  doctors  to 
be  on  the  lookout  for  it  in  defense  workers  com- 
ing to  Hawaii.  He  reported,  on  March  26th,  53 
positive  cases  of  typhoid  fever  out  of  a possible 
60,  all  from  one  school,  and  traced  to  a human 
carrier.  Dr.  Haralson  asked  that  cases  be  hos- 
pitalized at  the  U.  S.  Army  Provisional  Hos- 
pital -2.  at  the  Japanese  Hospital. 

The  Board  of  Governors  has  been  very  vigi- 
lant and  has  exerted  pressure  in  the  matter  of 
violations  of  the  Medical  Practice  Act  in  an  at- 
tempt to  protect  the  community  against  unlicensed 
physicians ; it  has  voiced  objection  to  aid  stations 
under  the  O.C.D.  being  used  as  obstetrical  sta- 
tions or  practicing  medicine,  and  has  had  the 
ready  cooperation  of  Dr.  Arnold  in  not  allowing 
such  practices  to  grow  up ; it  has  been  perhaps 


are  under  consideration  by  the  Board  of  Gov- 
ernors, as  well  as  a special  contract  for  defense 
worker  groups.  Nothing  definite  is  ready  for 
report  at  this  time. 

Charges  that  insurance  companies  were  direct- 
ing industrial  accident  cases  to  certain  physicians 
caused  the  Board  of  Governors  to  appoint  a spe- 
cial committee  to  investigate  and  make  recom- 
mendations. This  committee’s  report  of  March 
5th  is  quoted  here : 

Dr.  Donald  Marshall  was  appointed  to  the 
Territorial  Nutrition  Committee  and  Dr.  Ernest- 
ine Hamre  was  given  the  endorsement  of  the  Board 
of  Governors  in  her  appointment  to  the  Advisory 
Committee  of  the  Hawaii  Chapter  of  the  American 
Red  Cross. 

New  members  admitted  into  the  Society  were 


The  special  committee  composed  of  Urs. 
Strode,  Chang.  Bell,  Molyneux,  Pinkerton,  was 
appointed  by  your  President,  Dr.  Gaspar,  to 
investigate  charges  from  numerous  patients  and 
doctors  that  certain  insurance  companies  were 
directing  their  insured  industrial  accident  cases 
to  certain  individual  doctors. 

Three  meetings  have  been  held  and  each 
member  of  the  committee  has  taken  upon  him- 
self certain  investigative  phases  of  the  study. 
Several  officers  of  the  insurance  company  in 
question  were  interviewed  and  found  to  be  most 
cooperative  and  willing  to  clarify  an  issue  that 
appears  to  have  happened  without  their  knowl- 
edge or  direction. 

Our  findings  indicate  that  in  certain  in- 
stances directors  of  personnel  have  without  in- 
struction or  authority  directed  and  demanded 
that  ill  or  injured  employees  were  to  be  sent 
to  certain  doctors  not  selected  or  desired  by 
the  employee.  With  this  finding,  the  insurance 
company  denied  any  responsibility.  The  insur- 
ance company  advised  your  committee  that 
when  a policy  is  written  by  them  for  a group 
of  employees,  the  completed  policy  is  sent  to 
the  employer  together  with  a roster  of  nine 


individual  physicians  or  groups,  the  total  of 
the  nine  selections  being  made  up  of  some  30 
individual  physicians.  It  is  maintained  by  the 
insurance  company  that  this  procedure  does  in 
fact  give  the  employee  a wide  choice  of  phy- 
sician in  keeping  with  the  intent  of  the  act 
providing  “free  choice  of  physician.” 

It  appears  to  your  committee  that  the  ir- 
regularities reported  have  been  the  acts  of 
self-appointed  overzealous  employers  or  per- 
sonnel directors  to  steer  patients  in  the  direc- 
tion of  certain  physicians  and  when  such  is 
done  the  same  is  wdthout  the  sanction  or  direc- 
tion of  the  insurance  company.  It  also  appears 
to  your  committee  that  this  practice  is  wide- 
spread and  common,  and  that  we  are  officially 
without  power  to  control  such  practice.  We 
have,  however,  the  assurance  of  the  insurance 
company  contacted  that  such  practice  is  not 
their  desire  or  wish  and  that  they  will  take 
every  possible  step  to  prevent  and  stop  such 
practice. 

Your  committee,  therefore,  recommends 
that  further  inquiry  in  this  direction  be  con- 
tinued and  that  this  committee  report  from 
time  to  time  follow-up  on  the  project  which 
it  was  assigned  to  investigate. 


unnecessarily  insistent  in  asking  clarification  of 
the  status  of  enemy  aliens  employed  in  aid  sta- 
tions. but  this  has  resulted  in  a clarification  .of 
the  status  of  Korean  aliens  as  being  non-enemy. 

In  anticipation  of  the  renewal  of  contract  be- 
tween the  H.M.S.A.  and  the  medical  society, 
some  minor  changes  suggested  by  Mr.  Bowman 


Dr.  Robert  H.  Fishback  who  comes  from  Seattle 
to  the  Board  of  Health  to  supervise  venereal  dis- 
ease work:  Dr.  Harry  T.  Hollman,  who  was 
formerly  a member  of  the  Society,  and  Dr.  W. 
H.  Requarth  (Service  Alember),  stationed  at  the 
Naval  Hospital,  Pearl  Harbor. 
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Elizabeth  D.  Bolles,  reporting. 


Wholesale  Distributors  of  Drugs,  Biologicals,  Chemicals,  Pharmaceuticals,  Instruments,  Dia 
thermies.  Therapeutic  Lamps,  and  Hospital  Equipment  of  every  kind.  We  are  also  exclusive  Dis 
tributors  for  every  well-known  first  class  instrument  on  the  Mainland. 
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Journal  Issues 

The  next  two  issues  of  The  Journal  (May 
and  ]ulv)  will  he  the  responsibility  of  the  Maui 
County  and  the  Kauai  County  Societies,  respect- 
ively. The  editor  for  each  island — Dr.  K.  P.  Jones 
for  Maui  and  Dr.  Samuel  Wallis  for  Kauai — will 
he  planning  his  society’s  number.  Articles  and 
news  items  should  be  submitted  to  him  for  ac- 
ceptance not  later  than  the  first  of  the  month 
preceding  the  month  of  publication.  This  does 
not  restrict  anyone  from  sending  to  the  office  of 
The  Journal  in  Honolulu  material  and  suggest- 
ions at  any  time.  Local  news  of  possible  interest 
will  be  gratefully  received. 


To  the  Editor: 

Dr.  Moorhead  states,  “depressed  fractures  of 
the  skull  need  nothing  done  immediately”.  In 
some  simple  depressed  fractures,  i.e.  with  no  lac- 
eration of  the  overlying  scalp,  that  are  located  in 
“silent”  areas  of  the  brain,  this  statement  may  be 
tenable.  However,  the  majority  of  depressed  frac- 
tures of  the  skull  are  compound  wounds  with 
laceration  of  scalp,  dura  and  brain.  These  wounds, 
of  all  the  wounds  of  the  body,  require  immediate 
operation.  Every  minute  lost  before  the  wound 
is  cleaned  out  and  closed  gives  the  bacteria  just 
that  much  of  a head  start  for  the  development  of 
a meningitis. 

“With  foreign  bodies”,  Dr.  Moorhead  says, 
“do  not  go  in  immediately  unless  there  is  some 
reason  for  it”.  This  may  be  good  advice  for  other 
parts  of  the  body  but  not  for  the  brain.  When  a 
metallic  foreign  body  crashes  through  the  skull 
it  carries  with  it  hair,  dirt,  and  fragments  of  bone. 
The  brain,  in  comparison  to  other  tissues  of  the 
body,  has  little  resistance  to  infection.  It  is  there- 
fore essential  that  these  wounds  be  operated  upon 
immediately  and  even  if  the  foreign  body  itself 
is  inaccessible,  a thorough  debridement  of  its  path 
through  the  brain  will  prevent  infection  and  hem- 
orrhage. 

In  the  matter  of  placing  drains  in  wounds  of 
the  head — the  general  surgeon  (Dr.  Moorhead) 
advises  their  use,  the  neurosurgeon  says  never,  in 
a clean  wound  (i.e.  one  treated  within  48  hours 


NEW  MEMBERS 

Maui  County: 

Wm.  W.  Wilkinson,  Lanai  City,  Lanai. 

Lewis  S.  Shapiro,  Pukoo,  Molokai. 

Douglas  Murray,  Paia,  Maui. 

Hawley  H.  Seiler,  Paia,  Maui. 

Honolulu  County  : 

Robert  H.  Fishback,  Bd.  of  Health,  Honolulu 
Harry  T.  Hollman,  1124  Miller  St.,  Honolulu 
W.  H.  Requarth,  Service  Member,  Sub  Base,  P.H. 


PERSONALS 

Dr.  Brennecke  has  left  Koloa  to  become  director 
of  medical  affairs  at  Kekaha  and  Waimea,  on  Kauai. 

Dr.  Beck  left  Kealia  to  replace  Dr.  Brennecke  at 
Koloa  and,  for  the  present  at  least,  Dr.  Sam  Wallis 
has  taken  over  Dr.  Beck’s  work. 

Dr.  Balfour  is  looking  for  an  assistant  to  fill  Dr. 
Meyers’  place  on  May  1st  when  Dr.  Meyers  goes  on 
active  duty  with  the  Navy.  Details  may  be  obtained  from 
our  Secretary. 

If  you  have  any  medical  journals  six  months  to  a 
year  old  that  are  gathering  dust,  will  you  notify  Captain 
Corby  at  67987.  He  is  interested  in  distributing  them  to 
the  medical  officers  stationed  on  the  islands. 

The  films  “First  Aid  Treatment  in  Fractures  of  the 
Lower  Extremities”,  “Transportation  of  Fractures  of  the 
Extremities”  and  “Transportation  of  Fractures  of  the 
Spine”  originally  sent  down  on  loan  by  Dr.  Kellog 
Speed  of  Chicago,  are  now  available  indefinitely.  On 
writing  Dr.  Speed  requesting  permission  to  hold  them 
over  for  show'ings  to  fire  wardens,  police  and  first  aid 
personnel,  he  hastened  to  reply : “Please  keep  them  for 
use  for  instruction  in  the  Hawaiian  territory  wdth  my 
blessing  and  as  a contribution  to  your  defense  efforts. 
May  I hope  that  other  medical  societies  may  profit  by 
them.” 

Recently  an  appeal  went  out  to  all  new  members 
and  the  few  doctors  who  had  not  made  a contribution 
to  the  Mabel  Smyth  Building  fund,  urging  that  they  as- 
sist in  clearing  the  small  deficit  of  $3900  still  hanging 
over  our  heads.  Drs.  S.  Miyasaki,  Leon  S.  Mermod, 
Robert  T.  Wong,  Robert  Katsuki,  Richard  Sia,  H. 
Uchiyama  and  Robert  H.  Lee  made  substantial  contri- 
butions, for  wrhich  those  of  us  who  must  see  this  debt 
wiped  out  are  most  grateful. 

Dr.  David  W.  Morgan  who  left  the  Mental  Health 
Bureau  to  study  with  Dr.  Ebaugh  writes : “The  very 
excellent  format  of  the  new  Hawaii  Medical  Journal 
has  finally  come  to  our  attention  in  Denver  and  we  send 
many  fond  alohas  for  its  success”. 
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Dr.  Perrin  Long,  during  his  flying  visit  to  Hawaii 
right  after  the  Blitz,  made  a very  pertinent  suggestion : 
that  wherever  possible  it  be  arranged  to  have  surgical 
and  other  teams  spend  half  a day  in  each  of  the  hospi- 
tals into  which  they  might  be  called  upon  to  operate  in 
time  of  emergency,  getting  a line  on  the  set-up  and  the 
equipment  available,  meeting  the  supply  officer,  and  in 
general  getting  acquainted  with  the  place. 

Dr.  Charles  Newton,  exchange  obstetrical  resi- 
dent at  Kapiolani  Hospital  since  last  June,  left  the  Terri- 
tory with  his  family  the  latter  part  of  December.  He  was 
replaced  temporarily  by  Dr.  E.  G.  Edgar,  U.S.N.,  who 
has  just  been  relieved  by  Dr.  Daniel  Kobli,  U.S.N. 

Dr.  R.  T.  Treadwell  of  Kohala,  Hawaii,  was 
caught  away  from  Hawaii  when  the  war  broke  and  is 
still  in  Oakland,  California. 

Dr.  Walter  F.  Macklin  has  been  called  into  serv- 
ice with  the  Army  and  is  stationed  at  Tripler  General 
Hospital. 

Dr.  W.  Fulton  Hume,  a recent  member  and  for 
a short  while  associated  with  the  Medical  Group  speci- 
alizing in  surgery,  has  gone  on  to  the  coast. 

Dr.  Alfred  Burden  has  been  called  into  the  Army 
and  has  recently  left  for  the  Coast  for  a period  of  train- 
ing. 

Dr.  O.  Lee  Schattenburg’s  paper  on  “Ectopic 
Pregnancy  in  Hawaii”,  given  before  the  1939  Annual 
Meeting  of  the  Territorial  Medical  Association,  appear- 
ed in  the  October  issue  of  the  Western  Journal  of  Sur- 
gery, Obstetrics  and  Gynecology.  Dr.  Schattenburg  s 
paper  given  before  the  Dental  Society  Annual  Meeting, 
“The  Obstetrician  Looks  at  Dentistry”  has  been  ac- 
cepted for  early  publication  in  the  Journal  of  the  Ameri- 
can Dental  Association. 

Drs.  Doug.  Murray,  Tom  Cowan,  Al  Burden  and 
Jim  Fleming  all  from  Maui  are  now  in  the  service.  Dr. 
Anderson  expects  to  be  called  soon. 

Temporary  moving  of  tuberculosis  patients  to  homes 
and  other  hospitals  because  of  the  water  situation  gave 
Kula  Sanitarium  some  excellent  evacuation  experience. 
All  doctors  were  most  cooperative  in  receiving  patients. 
However,  some  bad  results  on  patients  have  already 
been  seen  and  more  undoubtedly  will  be  seen  in  the 
future. 

Chairman  Lightner  of  the  Blood  Bank  reports 
330  units  now  on  hand  on  Maui.  A large  amount  of  typ- 
ing has  been  done. 

As  Winchell  puts  it — the  Seilers  are  “three-ing’ 
soon. 

The  Maui  Society  extends  sympathy  to  the  Mc- 
Arthurs on  the  loss  of  their  baby  boy  by  an  acute  lung 
infection. 

Dr.  John  Sanders,  who  has  been  doing  survey  work 
at  Kula  Sanitarium  will  be  with  the  Paia  Hospital  in 
the  future. 

Dr.  Steele  Stewart  has  just  arrived  from  Los 
Angeles  to  take  over  the  Shriners’  Hospital.  In  1939 
Dr.  Stewart  lectured  to  the  Society  here  on  orthopedics. 
He  is  a graduate  of  Penn.,  1918. 
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after  the  injury).  The  only  reason  a drain  is 
stuck  in  the  wound  is  for  the  escape  of  blood — 
hemorrhage  which  has  not  been  arrested.  Of  all 
the  wounds  of  the  body  in  which  absolute  hemo- 
stasis is  essential,  head  wounds  are  among  the 
most  important.  If  the  hemostasis  is  complete  and 
the  field  dry,  there  is  no  need  for  a drain.  It  will 
only  act  as  an  open  gate  for  infection  to  enter, 
and,  if  placed  through  the  dura  mater,  for  cerebro- 
spinal fluid  to  escape.  It  is  an  unwritten  axiom 
witii  neurosurgeons  that  no  head  wound  should 
he  closed  until  all  bleeding  points  have  been  com- 
pletely arrested,  whether  it  takes  5 minutes  or  5 
hours.  This  is  why  we  do  not  use  drains. 

Lastly,  I am  sure  Dr.  Moorhead  did  not  in- 
tend to  leave  the  impression  he  apparently  did  in 
regard  to  the  closure  of  wounds  of  the  face  and 
head.  He  was  so  intent  on  putting  over  his  method 
of  “primo-secondary  closure”  of  traumatic  wounds 
that  he  neglected  to  stress  the  fact  that  this  de- 
layed method  of  wound  closure  does  not  apply 
to  wounds  above  the  neck,  and  should  never  be 
used.  The  rich  vascular  supply  in  the  skin  of  the 
face  and  scalp  is  a protection  against  infection  and 
is  conducive  to  rapid  healing.  If  the  ragged  edges 
of  the  wound  are  cut  away  and  the  clean  sharp 
edges  sutured  tightly  with  two  layers  of  fine 
silk,  the  wound  wili  heal  completely  in  three  or 
four  days  without  infection  or  scar.  The  use  of 
a sulfa-drug  powder  is  not  necessary  if  the  wound 
is  carefully  cleaned  and  debrided. 

I was  called  in  consultation  recently  to  see  a 
child  who  had  received  a head  injury  three  days 
before.  Upon  removing  the  dressing  I found  a 
large  gaping  wound  in  the  scalp  of  the  forehead 
extending  from  the  eyebrow  to  the  hair  line.  The 
wound  edges  were  ragged  and  irregular.  Blood 
clots  and  sulfa-powder  filled  the  wound.  Four 
loose  untied  sutures  extended  from  its  edges,  all 
ready  to  he  “pulled  together  on  the  third  day”.  I 
shuddered  to  think  of  the  hideous  scar  on  the  little 
girl's  face  that  would  result  from  this  method  of 
treatment.  1 am  sure  Dr.  Moorhead  would  not 
object  to  having  his  teachings  clarified  if  this  is  an 
example  of  the  false  impressions  he  must  have 
given  in  the  treatment  of  head  wounds. 

Young  Hotel  Ruilding 
March  30,  1942 


Communications 

Messages  commending  the  civilian  medical 
profession  of  Honolulu  for  the  part  its  members 
played  in  caring  for  persons  wounded  in  the  at- 
tack of  December  7 have  been  received  from  a 
number  of  sources  by  the  Honolulu  County  Med- 
ical Society.  Apparently  Col.  John  J.  Moorhead 
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qA  Qift  from  ZMarcelle 


This  Streamlined  “Airguide” 


Good  Will  Ambassador  Extraordinary!  Smart  appearing,  well 
informed  (about  any  kind  of  weather),  always  helpful  in  a 
doctor’s  office.  YOURS  FOR  THE  ASKING  . . . without  a 
single  obligation. 

Upper  hand  registers  temperature  from  20  to  120.  Lower 
hand  shows  humidity  from  0 to  100.  Convex  crystal  with 
bright  chrome  bezel,  set  in  a frame  of  j et  black.  Firm 
standard.  3'4  inches  high. 

We  shall  be  pleased  a-plenty  to  have  a Marcelle  "Airguide” 
— our  Good  Will  Ambassador — assume  a permanent  position 
in  your  office.  Will  you  accept  it?  Just  address  a brief  note  to 
us  on  your  prescription  blank: 


hypo-allergenic  Cosmetics,  I7AI  N.  Western  Ave.,  Chicago,  III. 


THE  SAFE  PRESCRIPTION 


In  Vitamin  B Therapy 
or  Prophylaxis 


ELIXIR  GALEN  "B”  FORTIFIED 
provides  full  assurance  of  complete 
Vitamin  B Complex  therapy  in  those 
cases  where  emphasis  must  be  placed 
upon  thiamine  and  riboflavin.  It  con- 
tains 3333  I.  U.  of  Vitamin  Bi  and 
2500  gammas  of  Riboflavin  per  ounce 
plus  an  ample  complement  of  all 
other  factors  occurring  in  Rice  Bran. 


A carefully  Controlled  Concentrate  of 

THE  ENTIRE  VITAMIN  B COMPLEX 

obtained  from  Rice  Bran 


GALEN  "B”  . . . derived  from  Rice  Bran  . . . 
is  a purely  natural  product  which  contains 
the  entire  Vitamin  B Complex  in  essentially 
the  same  proportions  as  it  occurs  in  cereals. 
Thus  the  prescribing  physician  is  insured 
against  negative  response  resulting  from  the 
absence  of  any  of  the  factors. 


GALEN  B IS  ECONOMICAL 

. . . due  to  its  exceptionally  high  potency  in  the 
“other  factors” 

Each  ounce  (30cc)  contains  not  less  than: 

Vitamin  Bi 1500  Int.  Units 

(4.5  mgm.  as  thiamine  hydrochloride) 

Riboflavin  (Vitamin  Bj) 300  gamma 

Vitamin  B6  (Pyridoxine) 4.5  milligrams 

Nicotinic  Acid  60  milligrams 

Pantothenic  Acid  12  milligrams 

Galen  “B”  has  a filtrate  factor  (Jukes-Lepkov- 
sky)  value  of  28  per  cc. 

You  may  obtain  samples  and  further  informa- 
tion about  these  two  products  by  simply 
writing  on  your  business  letterhead. 


GALEN  COMPANY,  INC.  BERKELEY  • California 


Hawaii  Distributors:  HONOLULU  MEDICAL  SUPPLY  CO.,  840  Fort  Street,  Honolulu 


Notes  and  News 


of  New  York  City,  who  was  addressing  Honolulu 
physicians  on  war  injuries  at  the  Mabel  Smyth 
Building  when  the  attack  was  in  progress,  and 
who  with  local  doctors  responded  to  the  call  for 
professional  help,  has  told  the  story  of  medical 
activities  here  before  various  groups  of  doctors 
on  the  Mainland,  and  his  words  prompted  the 
messages. 

The  following  is  a cable  message  from  George 
G.  Orenstein,  president  of  the  New  York  Uni- 
vrsity  Medical  Alumni  Association : 

HONOLULU  MEDICAL  SOCIETY 
HONOLULU 

WE  HAVE  JUST  HEARD  FROM  COLO- 
NEL MOORHEAD  OF  THE  SPLENDID 
WORK  THAT  WAS  DONE  BY  THE 
CIVILIAN  DOCTORS  AT  TRIPLER  HOS- 
PITAL DURING  THE  ATTACK  ON 
PEARL  HARBOR  AND  WE  WANT  YOU 
TO  KNOW  HOW  PROUD  AND  APPRE- 
CIATIVE WE  ARE 

GEORGE  G.  ORNSTEIN  PRESIDENT 
NYU  MEDICAL  ALUMNI  ASSOCIATION 


The  President  of  the  New  York  Academy  of 
Medicine  writes  as  follows : 

“The  Fellows  of  the  New  York  Academy  of 
Medicine  have  recently  had  an  opportunity  of 
learning  at  first  hand  and  in  detail  from  Colonel 
John  J.  Moorhead  of  the  remarkable  piece  of 
work  that  your  organization  did  on  December  7. 
The  Council  and  Trustees  of  the  Academy  would 
like  to  acknowledge  their  great  appreciation  of 
this  accomplishment.  You  have  written  something 
vastly  worthwhile  into  the  recent  history  of  the 
medical  profession.” 

From  the  professional  staff  of  the  North  Coun- 
ty Community  Hospital  of  Glencove,  N.  Y.,  comes 
the  following  to  the  Honolulu  profession  : 

“At  a meeting  of  the  North  County  Commu- 
nity Hospital,  Glencove,  N.  Y.,  on  March  9,  1942, 
addressed  by  Colonel  John  J.  Moorhead  of  New 
York  City,  the  following  resolution  was  unani- 
mously adopted  by  the  professional  staff  of  the 
hospital  and  ordered  to  be  forwarded  to  your 
society : 

“Resolved  that  the  members  of  our  staff  wish 
to  express  through  the  Honolulu  County  Medical 
Society  to  the  civilian  physicians  of  Honolulu 
our  deep  appreciation  of  their  skillful  and  untiring 
care  of  battle  casualties  among  American  seamen 
and  soldiers  on  December  7.  It  is  evident  from 
the  excellent  results  obtained  that  the  care  ad- 
ministered was  prompt,  painstaking,  and  marked 
by  skill  and  good  judgment.” 


Dr.  R.  B.  Cloward  has  the  distinction  of  having 
the  first  article  on  war  experiences  in  Hawaii  appear 
in  a mainland  Journal.  The  January  24th  issue  of  the 
A.M.A.  carried  his  paper  on  “War  Injuries  of  the  Head,’’ 
and  a subsequent  issue  of  Time  commented  extensively 
upon  it. 

Dr.  “Pete”  Halford  had  a record  attendance  of 
doctors  and  nurses  for  his  recent  Sunday  morning  lec- 
ture on  the  treatment  of  burns. 

Dr.  Harold  Sexton,  house  doctor  at  Queen’s,  and 
Miss  Audrey  Boyton  of  Oakland,  California,  were  married 
on  Sunday,  March  IS,  at  the  home  of  his  parents,  Dr.  and 
Mrs.  L.  Sexton  in  Hilo. 

Dr.  Ernestine  Hamre  spent  two  weeks  on  Hawaii 
at  the  request  of  Medical  Preparedness  Committee  to 
give  instructions  in  first  aid.  Three  classes  of  instructions 
were  held,  meeting  morning  and  afternoon.  Each  class 
met  for  three  hours  six  times  a week.  58  candidates 
completed  the  course.  One  advanced  course  was  completed 
by  ten  students.  The  instructors’  class  was  composed 
largely  of  men  and  women  in  active  teaching  positions, 
others  had  had  teaching  experience.  Businessmen,  nurses, 
police  officers  were  well  represented. 


Good  Hospital  Care 

The  American  College  of  Surgeons  announces 
a new  motion  picture  film  produced  by  it  in  co- 
operation with  the  Petrolagar — 16  mm,  2 reel, 
sound  on  film,  time  25  minutes.  It  portrays 
scientific  medicine  and  modern  hospital  care,  and 
gives  a brief  outline  of  the  growth  and  develop- 
ment of  Hospital  Standardization.  Charge  express 
both  ways,  plus  $1.00  laboratory  charge  for  check- 
ing and  repairing  film. 
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January  Issue  Oversubscribed 

Orders  for  the  January  issue  of  The  Journal 
exceeded  our  provision  of  500  extra  copies  by 
over  200.  At  this  writing  400  additional  copies 
are  ready  to  fill  these  and  other  orders. 


MAINLAND  GROUP  MEDICAL 
INSURANCE 

Group  medical  insurance  has  been  recognized 
by  the  majority  of  the  state  medical  societies  as 
a public  necessity.  Consequently,  there  is  much 
activity  among  the  various  medical  societies  in 
providing  such  protection. 

Having  recently  completed  a business  and 
pleasure  trip  through  some  thirty  states,  I have 
been  interested  by  the  differences  in  the  plans 
that  are  operating.  Oregon  and  Washington  have 
perhaps  the  best-developed  group  medical  care 
plans  on  the  mainland.  This  is  due,  I believe, 
to  two  factors:  (1)  that  the  plans  are  being  oper- 
ated by  the  medical  societies,  and  (2)  that  they 
have  been  in  operation  for  many  years  and,  there- 
fore, have  a long  experience-rating  on  their 
groups.  Detroit,  Michigan,  has  the  largest  mem- 
bership in  the  United  States : over  350.000  in- 
dustrial workers  are  insured  by  the  Michigan 
Medical  Plan,  with  some  4,000  physicians  par- 
ticipating. Buffalo,  New7  York,  is  operating  a 
medical  service  sponsored  by  five  local  county 
medical  societies.  This  plan  is  quite  new  and  has 
a membership  of  about  5,000. 

New  York  City  has  two  medical  plans  spon- 
sored by  a large  number  of  the  doctors  in  that 
city.  The  plans  have  only  recently  begun  opera- 
tion, and  it  is  difficult  to  say  how  they  will  pro- 
gress. The  big  problem  in  New  York  City  is 
that  with  so  many  doctors  it  is  hard  to  get  them 
organized.  Washington,  D.  C.,  as  many  of  you 
will  remember,  has  a plan  called  Group  Health. 
Inc.  This  service  was  the  cause  of  a suit  between 
Group  Health,  Inc.,  and  the  Washington  Medical 
Society.  This  service  employs  about  fourteen  doc- 
tors and  operates  its  own  drug  dispensary,  in- 
jection room,  first  aid  department,  etc.  Some 

12.000  government  employes  are  insured.  Such 
a plan  can  be  operated  at  slightly  less  cost  than 
the  other  plans  I visited.  However,  there  are 
many  disadvantages  to  such  a set-up. 

The  California  Physicians’  Service  seems  to 
be  doing  a good  piece  of  work  in  California.  Some 

6.000  physicians  are  participating.  This  plan  has 


been  in  operation  for  three  years  and  has  more 
than  50,000  members. 

In  talking  with  the  doctors  and  the  lay  man- 
agers of  these  plans  I have  come  to  the  following 
conclusions : that  each  city  or  state  must  develop 
a plan  that  suits  the  particular  needs  of  the  em- 
ployes ; that  the  protection  and  monthly  dues 
vary  as  to  the  type  of  industry;  that  the  majority 
of  these  plans  do  not  provide  as  complete  a pro- 
tection as  the  Hawaii  Medical  Service,  though  the 
monthly  dues  are  much  higher  than  ours ; that 
the  doctors  are  paid  on  a unit  basis  and  in  many 
plans  are  only  paid  forty  tu  sixty  cents  on  the 
dollar  for  service  rendered ; that  the  doctors  every- 
where have  much  more  “red  tape”  than  we  do 
here  in  filling  out  various  claim  forms ; that  most 
plans  have  had  difficulty  with  teachers  and  nurses, 
and  many  will  not  insure  them ; that  mainland 
fee  schedules  are  from  twenty  to  forty  percent 
lower  than  ours ; that  there  is  a definite  awaken- 
ing of  the  medical  profession  to  the  need  for  this 
type  of  care ; that  our  basing  the  member's  month- 
ly dues  on  his  income  is  a definite  advance  in 
medical  insurance ; that  our  service  is  running 
smoothly  as  compared  with  the  mainland  plans ; 
that  medical  plans  should  be  medically  controlled 
with  the  assistance  of  industrial  leaders ; that 
most  doctors  believe  that  if  these  voluntary  med- 
ical and  hospital  plans  do  not  fulfill  the  public 
needs,  something  may  be  done  by  the  government ; 
that  the  medical  societies  should  co-operate  to  the 
fullest  extent,  because  medical  insurance  is  basical- 
ly sound  and  will  survive,  whether  it  be  our  co- 
operative medical  plans  or  government  medicine. 
The  decision,  I believe,  rests  with  the  medical 
profession. 

W.  M.  Bowman,  Manager,  H.M.S.A. 


The  President 

Hawaii  Territorial  Medical  Association 
Honolulu,  Hawaii 
Dear  Doctor: 

The  members  of  the  Hartford  County  Med- 
ical Association  have  just  had  the  pleasure  of 
an  address  by  Dr.  John  J.  Moorhead,  Colonel, 
M.R.C.,  U.S.  Army,  on  “Surgical  Experiences 
at  Pearl  Harbor”. 

The  speaker  described  the  magnificent  and 
patriotic  service  rendered  by  the  members  of 
your  Society  at  the  time  of  this  unfortunate 
attack. 

The  excellent  professional  care  which  the 
injured  and  disabled  received  contributed  ma- 
terially to  the  marvelous  results  obtained. 

May  we  offer  our  sincere  congratulations. 
Yours  very  truly.  Frank  T.  Oberg,  Secretary 
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There’s  little  question  about 
the  effectiveness  of  Amniotin  in  relieving 
menopausal  symptoms  . . . that’s  been 
proved  by  a great  number  of  clinical  reports 
published  during  the  past  twelve  years. 
Amniotin  has  also  proved  effective  in  other 
conditions  related  to  deficiency  of  estro- 
genic hormone  . . . senile  vaginitis  . . . 
kraurosis  vulvae  . . . pruritus  vulvae  . . . 
gonorrheal  vaginitis  in  children. 

Important  to  users  of  estrogens  is  the 
fact  that  Amniotin  is  now  available  in 
10-cc.  and  20-cc.  diaphragm-capped  vials. 
These  new  “bulk  packages”  provide  two 
advantages  . . . economy  and  convenience. 
The  wide  variation  in  requirements  of 
women  with  menopausal  symptoms  can  be 
met  by  simply  withdrawing  the  proper  dos- 
age from  the  vial.  The  new  vial  packages 
provide  a substantial  saving  over  the  cost 
of  Amniotin  in  ampuls  . . . without  sacrifice 
of  activity,  uniformity  or  stability. 

Differing  from  estrogenic  substances  con- 
taining or  derived  from  a single  crystalline 
factor,  Amniotin  is  a highly  purified,  non- 
crystalline preparation  of  naturally  occur- 
ring estrogenic  substances  derived  from 
pregnant  mares’  urine.  Its  estrogenic  activ- 
ity is  expressed  in  terms  of  the  equivalent 
of  International  units  of  estrone. 


HOW  SUPPLIED 

AMNIOTIN  IN  OIL— For  Intramuscular 
Injection 

2.000  I.U.  per  I cc.  ampul,  boxes  of  6,  25,  50 

5.000  I.U.  per  I cc.  ampul,  boxes  of  6,  50 

10.000  I.U.  per  I cc.  ampul,  boxes  of  3,  25,  50 

20.000  I.U.  per  I cc.  ampul,  boxes  of  3,  25. 

Economy  Sizes — 

10  cc.  vial — 10,000  I.U.  per  cc. 

20  cc.  vial — 2,000  I.U.  per  cc. 

AMNIOTIN  PESSARIES— For  Intra- 
vaginal  Use 

1.000  I.U.  each,  boxes  of  12  (Children) 

2.000  I.U.  each,  boxes  of  6 and  50  (Adults) 

AMNIOTIN  CAPSULES— For  Oral 
Administration 

1.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 

2.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 

4.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 

10.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 


For  literature  write  Professional  Service  Dept.,  E.  R.  Squibb  & Sons,  745  Fifth  Ave.,  N.  Y. 


Amniotin 


ASQUIBB  PREPARATION  OF  ESTROGENIC  SUBSTANCES 
OBTAINED  FROM  THE  URINE  OF  PREGNANT  MARES 


The  diagnostic  value  of 
any  radiograph  is,  in  the 
final  analysis,  dependent 
upon  the  specialized 
knowledge  of  the  one 
who  makes  the  interpre- 
tation. This  is  the  reason 
why  you  should  refer 
your  patients  to  a com- 
petent radiologist. 


the  most  skilled  specialist  in  chest 
diseases  now  considers  an  exam- 
ination incomplete  without  prop- 
erly made  roentgenologic  studies. 
Today,  the  services  of  a competent 
roentgenologist  max  be  obtained 
tcith  little  difficulty  and  the  ivell- 
informed,  conscientious  surgeon, 
internist , or  general  practitioner 
no  longer  attempts  treatment 
based  upon  a diagnosis  made 

from  physical  signs  alone.  

Diseases  of  the  Chest,  4: 19, 
Mav,  1938. 


K 0 D A K HA  W All, 


LTD 


For  eighty-two  years  John  Wyeth  and  Brother  have  been  manufacturing  quality  pharmaceuticals.  During  this 
period  the  integrity  of  the  physician's  prescription  has  been  maintained  by  a policy  of  strict  ethical  promo- 
tion. Wyeth  products  are  not  known  to  the  laity.  Emphasis  is  placed  on  research  and  production  control  so 
that  standardized  potency  and  therapeutic  effect  are  always  obtained  when  the  physician  writes,,Wyeth’s.,, 

The  name  Wyeth’s  is  Reg.  U.  S.  Pat.  Off. 


and  other  known  factors  of  the 

VITAMIN  B COMPLEX 


including  nicotinic  acid 


MEAD’S  BREWERS  YEAST  TABLETS  • Each  Mead’s  Brewers  Yeast  Tablet 
contains  20  International  units  of  vitamin  Bi  (thiamin  — the  antineuritic 
factor)  and  20  Sherman  units  of  vitamin  G (riboflavin).  Clinical  tests  have 
shown  the  product  to  be  rich  also  in  nicotinic  acid,  for  the  prevention  and 
treatment  of  pellagra.  Supplied  in  6-grain  tablets  in  bottles  of  250  and  1,000. 

MEAD’S  BREWERS  YEAST  POWDER  • Each  gram  (V2  teaspoon)  supplies  50 
International  units  of  vitamin  Bi  and  50  Sherman  units  of  vitamin  G (the 
same  potency  as  Mead’s  Brewers  Yeast  Tablets),  as  well  as  nicotinic  acid. 
Mixes  readily  with  various  vehicles  the  physician  may  specify  in  infant 
feeding.  Supplied  in  6-oz.  bottles. 


Mead' s Brewers  Yeast  is  nonviable  and  is  vacuum- 
packed  to  prevent  oxidation.  Packed  in  brown 
bottles  and  sealed  cartons  for  greater  protection. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 
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"ALL  OUT  OF  STEP  BUT  JIM/" 


O Intel  I igent  \rniy  supervision  soon  corrects 
•lie  errors  of  new  recruits.  Rut  in  civilian  life 
errors  in  personal  health  habits  usually  must  be 
corrected  b\  the  physician. 

\\  hen  constipation  exists,  the  return  to  reg- 
ular comfortable  bowel  movement  may  often  he 
accomplished  with  the  aid  of  Petrogalar.*  It 
helps  to  -often  hard,  dry  fecal  masses,  render- 
ing the  stool  mobile  and  easy  to  eliminate. 

Consider  Petrogalar  for  the  treatment  of 
constipation.  It  is  palatable,  economical  and 
effective. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar — 

* It  eg . .S’.  Pal.  Off.  Petrogalar  is  an  aqueous  suspension  of  purr 

mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  contain inq  agar  and  acacia. 

Petrogalar  Laboratories.  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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or  guns  somewhere  in  northern  Malaya  or  Bor- 
neo, too — six  weeks  ago. 

We  hope  the  reassuring  arguments  are  true 
os  to  Hawaii.  We  think  they  should  be  true  to 
this  extent:  That  the  Japs  will  hardly  be  able 
to  attack  Hawaii  before  they  have  cleaned  up 
in  Java.  But  we  aren't  even  sure  of  that.  Neither 
is  anybody  else. 

There  is  only  one  way,  that  we  can  see,  in 
which  official  Washington  can  prove  to  the 
American  people  that  it  is  not  being  complacent 
about  Hawaii.  The  way  is  to  equip  Hawaii  so 
that  the  Japs  either  will  not  attack  it,  or  will 
have  their  teeth  kicked  down  their  throats  if 
they  do  attack  it. 

Alibis  after  the  event  are  a specialty  of  poli- 
ticians. Some  lovely  alibis  for  the  fall  of  Singa- 
pore were  immediately  forthcoming  in  London. 
But  Singapore  is  gone;  and  now  the  Allied  war 
effort  in  the  Southwest  Pacific  is  staggering. 

If  Hawaii  goes,  our  power  to  help  the  Allies 
in  the  Southwest  Pacific  will  go  with  it.  So  will 
the  key  to  our  defense  of  our  side  of  the  Pacific, 
and  of  the  Panama  Canal  from  the  West. 

★ ★ ★ 

Written  by  John  O'Donnell,  correspondent  for 
the  New  York  Daily  News,  and  the  Times  Her- 
ald, now  in  Hawaii. 

Distributed  by  the  Chamber  of  Commerce  of 
Honolulu. 

(Copyright,  1942,  News  Syndicate  Co.,  Inc.) 

Reprinted  by  permission 


NOT  TOO  RAPIDLY 
Act  RAPIDLY  ENOUGH 


Because  the  effectiveness  of  Bismuth  Ethylcamphorate  (injected  intramuscularly) 
endures  a longer  time  than  does  that  of  water  solutions  of  bismuth  salts,  it  makes  possible 
a more  convenient  (weekly)  visit  interval  for  the  patient.  On  the  other  hand,  since  it  is 
more  rapidly  and  completely  absorbed  than  are  oil  suspensions  of  insoluble  bismuth 
compounds,  less  material  in  terms  of  metallic  bismuth  is  needed  to  maintain  a thera- 
peutic level,  and  danger  of  toxicity  is  minimized. 

Sterile  Solution  Bismuth  Ethylcamphorate  is  the  bismuth  salt  of  ethyl 
camphoric  acid  dissolved  in  sweet  almond  oil.  It  is  available  in 
boxes  of  six  and  twenty-five  1 cc.  ampoules,  and  in  30  cc.  vials. 


o 


Upjohn 


Zaking  the  virus  for  a ride. . . 

TAMING  THE  VIRUSES  is  a major  feature 
of  the  vast  research  program  at  Lederle 
Laboratories.  Here  you  see  a Lederle  scien- 
tist about  to  take  one  of  the  killers  for  a ride 
on  the  high  speed,  air-driven  ultra-centrifuge 
— a tool  that  has  been  of  tremendous  value 
in  facilitating  the  study  of  purified,  filterable 
viruses.  Whirling  at  speeds  of  30,000  to 
60,000  revolutions  per  minute,  it  virtually 
spins  the  heavier  virus  molecules  dizzy,  forc- 
ing them  to  let  go  their  death  grip  on  the 
tissue  specimen.  After  the  ride  is  over,  the 
virus  can  be  easily  separated. 

Thus  the  elusive  viruses,  cause  of  more 
than  three  score  human  and  animal  diseases, 
are  brought  out  into  the  open,  where  re- 
search can  watch  them  under  control. 

Lederle  Laboratories,  inc. 

30  ROCKEFELLER  PLAZA  NEW  YORK,  N.  Y. 
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A B i Deficiency  Diagnosis 


Because  the  deficiency  of  only  one  Vitamin  B Factor 
is  manifest,  it  does  not  follow  that  your  patient  is 
suffering  the  lack  of  only  that  one  factor  of  the  com- 
plex. Vitamin  B deficiencies  are,  in  most  cases,  de- 
ficiencies of  the  entire  Vitamin  B Complex.  There- 
fore it  is  safer,  in  all  cases,  to  prescribe  all  the  factors. 
Galen  B is  a purely  natural  product  obtained  by 
carefully  controlled  concentration  of  Rice  Bran  Ex- 
tract. It  retains  all  the  factors  in  essentially  the  same 
proportions  as  they  naturally  occur  in  cereals. 
Recognizing  rice  bran  as  an  excellent  source  of  the 
B complex,  the  manufacturers  of  Galen  B were  the 
first  to  offer  a concentrate  obtained  from  this  source. 
The  dependability  of  Galen  B is  attested  to  by  seven 
years’  clinical  use  and  ever  increasing  acceptance  by 
practicing  physicians. 

Obtainable  only  through  prescription  pharma- 
cies in  8 ounce,  16  ounce  arul  gallon  sizes. 


Galen  Company,  Inc. 

2148  Fourth  Street  • Berkeley,  Calif. 


Galen  B Is  Economical 

. . . due  to  its  exceptionally 
high  potency  in  the  "other 
factors” 

Each  ounce  (30cc)  contains 
not  less  than: 

Vitamin  Bi 1500  Int.  Units 

(4.5  mgm.  as  thiamine  hy- 
drochloride) 

Riboflavin  (Vit.  B2 ) 300  gamma 

Vitamin  B,; 4.5  milligrams 

Nicotinic  Acid 60  milligrams 

Pantothenic  Acid  12  milligrams 
Galen  “B”  has  a filtrate  factor 
(Jukes-Lepkovsky)  value  of 
28  per  cc. 


. . the  coreful  doctor 
prescribes  the 

Entire  Vitamin  B Complex 


Tuberculous  Myocardial  Aneurysm 
With  Rupture  and  Sudden  Death  from  Tamponade 

Review  of  the  Literature  and  Report  of  a Case 

K.  P.  Jones,  m.d. 

Kula,  Maui 

AND 

I.  L.  Tilden,  m.d. 

Honolulu 


Spontaneous  rupture  of  the  heart  due  to  tu- 
berculosis is  an  extremely  rare  occurrence. 
Krumbhaar  and  Crowell 1,  in  1925,  analyzed  654 
cases  of  spontaneous  rupture  of  the  myocardium 
and  discovered  only  one  case  due  to  tuberculosis, 
and  this  was  based  upon  rather  antiquated  and 
questionable  data.  Isolated  tuberculous  myocar- 
ditis is  in  itself  quite  rare,  as  attested  by  Horn 
and  Saphir's  review  of  the  literature  in  1935-  and 
Saphir’s  later  review  of  myocarditis  which  ap- 
peared recently  in  the  Archives  of  Pathology  3. 
Direct  extension  of  a tuberculous  process  to  the 
myocardium  from  a preexisting  pericarditis,  how- 
ever, is  met  with  more  frequently. 

There  are  only  two  references  in  the  Index 
Medicus  from  1922  to  date  which  can  be  inter- 
preted as  referring  to  spontaneous  rupture  of  the 
myocardium  due  to  tuberculosis ; unfortunately, 
both  of  these  papers  appeared  in  the  foreign  liter- 
ature and  are  not  available  to  us  here  4.  There  is 
no  such  reference  on  record  in  the  Surgeon  Gen- 
eral’s Library.  There  is  no  case  on  record,  so  far 
as  we  can  find  out,  of  a tuberculous  aneurysm  of 
the  left  ventricle  which  ruptured  spontaneously, 
producing  sudden  death  from  tamponade.  It  ac- 
cordingly seems  worthwhile  to  present  the  follow- 
ing case,  possibly  the  first  of  its  kind  to  he  re- 
corded. 

In  this  connection  the  words  of  E.  Lloyd  Wil- 
bur 3 appear  almost  prophetic.  This  author  des- 
cribed a case  of  congestive  heart  failure  of  obscure 
etiology  which  was  found  at  autopsy  to  be  due 
to  unsuspected  tuberculosis  of  the  myocardium, 
and  reported  3 additional  cases  of  tuberculous 
myocarditis.  In  one  of  the  latter  (Case  3)  there 
was  tuberculous  extension  from  the  pericardium 
through  the  atrium  to  a point  of  ulceration  on 
the  endocardium,  although  the  process  was  evi- 
dently so  walled  off  that  hemopericardium  had 
not  occurred.  Referring  to  this  case,  Wilbur 
states:  “This  . . . [factor  to  consider]  is  the  pos- 
sibility of  rupture  through  a caseous  area  that 


extends  from  an  intracardiac  chamber  to  the 
pericardial  cavity.  This  could  result  in  sudden 
death  due  to  tamponade.” 

Case  Report 

W.  H.,  an  11  year  old  girl,  entered  Kula  Sanatori- 
um on  May  17,  1939,  with  a diagnosis  of  tuberculous 
cervical  adenitis  and  primary  hilar  adenitis.  No  pa- 
renchymal lung  lesion  was  seen  in  the  admission 
roentgenogram. 

Both  parents  had  pulmonary  tuberculosis.  In  other 
respects  the  family  and  personal  histories  were  nega- 
tive. The  patient's  temperature  on  admission  varied 
from  100  to  103  F and  dropped  during  her  hospital 
stay  to  a maximum  fluctuation  of  98  to  99.8  F.  Her 
pulse  ranged  from  90  to  110.  The  heart  sounds  were 
normal  to  auscultation  and  both  heart  and  lungs  ap- 
peared normal  by  X-ray  (Fig.  1.)  although  fluoro- 
scopic examination  by  Dr.  Sanders  on  March  5,  1941, 
revealed  “the  upper  pole  of  the  left  hilum  somewhat 
distorted  and  pulled  upward — possibly  old  hilar  lesion.’’ 

Laboratory  study  showed  a white  blood  count  of 
11,500,  of  which  76%  were  neutrophiles,  about  one  half 
of  these  being  band  forms,  and  24%  lymphocytes.  The 
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erythrocyte  count  was  4,000,000.  The  sedimentation 
rate  by  a modified  Westergren  method  was  13  mm.  per 
hour.  (Normal:  3 to  7 mm.  per  hour  for  women.) 
Urine  examinations  were  negative  and  numerous  spe- 
cimens of  sputum  and  stomach  washings  were  nega- 
tive for  tubercle  bacilli  by  both  smear  and  cultural 
methods. 

On  June  29,  1941,  the  patient  was  given  a glass 
of  mifk  at  bedtime,  and  just  as  she  had  finished  drink- 
ing it,  while  still  sitting  up  in  bed,  she  gasped,  fell 
forward  and  expired  a few  minutes  later. 

Pathologic  Report 

(Significant  findings) 

The  lungs  presented  no  gross  abnormality.  The 
pericardial  sac  was  greatly  distended  by  a large 
amount  of  recent  blood  clot  and  sero-sangninous  fluid. 
The  heart  weighed  227  grams.  The  pericardial  surface 
was  generally  smooth  except  in  several  areas  near  the 
base  where  tags  of  exudate  were  present.  At  the  base  of 
the  left  ventricle  was  a saccular  aneurysm  which 
measured  3 cm.  in  diameter  at  its  origin  and  slightly 
over  3 cm.  in  length,  with  a wall  which  varied  from 
3 to  7 mm.  in  thickness  (Fig.  2.)  It  was  lined  by  endo- 
cardium and  communicated  freely  with  the  left  ven- 
icle  just  below  the  mitral  valve.  Near  its  apex  was 
a circular  defect  5 mm.  in  diameter.  The  wall  of  the 
aneurysmal  sac  consisted  of  rather  friable  brownish- 
gray  tissue  mottled  with  white.  The  adjacent  left 
ventricle  measured  2 cm.  in  thickness  and  presented 
several  firm,  white,  irregular,  more  or  less  confluent 
nodules  0.5  to  1.5  cm.  in  diameter  just  at  the  origin 
of  the  aneurysmal  sac.  This  region  was  rather  sharp- 
ly marked  off  from  the  remainder  of  the  myocardium, 
which  was  normal  in  appearance.  The  right  ventricle 
revealed  no  gross  abnormality;  all  of  the  valves  were 
thin  and  pliable  and  entirely  normal  in  appearance. 
The  first  portion  of  the  aorta  appeared  slightly  thick- 
ened and  the  intima  was  discolored.  The  orifices  oi 
the  coronary  arteries  were  open,  and  both  arteries 
presented  a smooth,  shining  intima. 


Fin.  2.  Section  of  heart.  Arrow  indicates  aneurysm. 


Fig.  3.  Photomicrograph  showing  central  caseation  (lower  right),  a 
zone  of  epithelioid  cells  and  lymphocytes  just  above,  and  muscle 
fibers  above  this. 

Microscopic  examination  of  blocks  of  tissue  from 
the  aneurysmal  sac  and  the  base  of  the  left  ventricle 
disclosed  the  histologic  changes  typically  associated 
with  tuberculosis : small  and  large  discrete  and  con- 
fluent tubercles  made  up  of  the  usual  caseated  cen- 
ters with  epithelioid  cells  and  occasional  poorly  formed 
Langhans  giant  cells  at  periphery  (Fig.  3.)  The  in- 
tervening muscle  in  this  location  was  badly  damaged ; the 
individual  fibers  were  distorted  and  granular,  partially 
broken  up  and  infiltrated  by  lymphocytes.  In  many  fields 
there  was  patchy  fibrous  replacement  of  destroyed  muscle 
r.nd  some  evidence  of  muscle  cell  regeneration  in  the 
form  of  large  irregular  hyperchromatic  nuclei.  Sec- 
tions made  of  blocks  of  tissue  taken  from  the  apex 
revealed  a comparatively  normal  picture,  although  a 
few  foci  of  round  cells  were  observed,  particularly 
about  blood  vessels. 

Anatomic  Diagnosis: 

1.  Tuberculous  aneurysm,  base  of  left  ventri- 
cle, ruptured,  with  hemopericardium. 

2.  Localized  tuberculous  pericarditis. 

Discussion 

Saphir  3 divides  tuberculous  involvement  of 
the  myocardium  into  the  miliary  (most  common 
in  children),  the  nodular,  and  the  diffuse  infiltra- 
tive types.  The  latter  type  can  be  accepted  only 
if  the  histology  is  outspokenly  that  of  tuberculosis 
or  if  tubercle  bacilli  can  be  demonstrated  hv  stain, 
culture  or  animal  inoculation.  This  case  falls  into 
the  nodular  group,  since  the  disease  was  rather 
sharply  limited  to  the  base  of  the  left  ventricle ; 
the  aneurysm  undoubtedly  arose  in  a tuberculoma, 
probably  gradually  over  a period  of  months  or 
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even  years ; certainly  the  histologic  changes  be- 
speak a process  of  long  duration.  The  presence 
of  regional  pericarditis  indicates  that  the  process 
probably  reached  the  heart  by  direct  extension 
from  a focus  in  the  hilar  lymphnodes.  The  absence 
of  miliary  involvement  of  the  heart  and  other  or- 
gans argues  against  a hematogenous  origin. 

Summary 

A case  of  tuberculous  aneurysm  of  the  heart 
with  rupture  and  sudden  death  from  tamponade 
is  reported.  It  is  possibly  the  first  case  of  its 
kind  to  be  recorded. 

References 

1.  Krumbhaar,  E.  B.  and  Crowell,  C. : Spontaneous 


Rupture  of  the  Heart,  Am.  J.  Med.  Sci.  170  - 828 
(Dec.)  1925. 

2.  Horn,  Henry  and  Saphir,  Otto : The  Involvement 
of  the  Myocardium  in  Tuberculosis,  Am.  Rev. 
Tuberc.  32:492  (Nov.)  1935. 

3.  Saphir,  Otto : Myocarditis : A General  Review, 
with  an  Analysis  of  Two  Hundred  and  Forty  Cases 
Arch.  Path.  33 :88  (Jan.)  1942. 

4.  (a)  “Chronic  cardiac  aneurysm  probably  due  to 
tuberculous  granuloma  of  myocardium;  autopsy  of 
case  (W.  E.  Maffei)  Ann.  Fac.  de  med.  da  Univ 
de  S.  Paulo  10:353-362,  ’34”. 

(b)  “Spontaneous  rupture  of  right  walL  of  tuber- 
lous  heart  with  embolic  closure  of  pulmonary  artery 
by  gauze  tampons  used  in  treatment  of  rupture  (B. 
Brandi)  Deutsche  Ztschr.  f.  Chir.  23 1:255-261,  ’31”. 

5.  Wilbur,  E.  Lloyd:  Myocardial  Tuberculosis:  A 
Cause  of  Congestive  Heart  Failure,  Am.  Rev. 
Tuberc.  38 :769  (Dec.)  1938. 


297 


Tuberculosis  in  the  War  and  Post-War  Period 

H.  M.  Izumi,  M.D. 

Kula,  Maui 


As  everyone  knows,  the  mortality  from  tuber- 
culosis  has  consistently  declined  throughout  the 
world  in  the  past  fifty  years.  This  Territory  like- 
wise has  shown  a downward  trend.  In  1920.  the 
mortality  rate  in  the  Territory  was  200  per 
100,000;  in  1930,  106;  and  in  1940  the  tuber- 
culosis mortality  rate  reached  the  new  low  of  63 
per  100.000.  Our  anti -tuberculosis  programs,  in- 
corporating education  of  patients  and  the  general 
public,  improved  methods  of  diagnosis  and  treat- 
ment, and  the  betterment  of  socio-economic  con- 
ditions. have  all  been  contributing  factors  toward 
this  rapid  decline  in  death  rate. 

In  the  flare  of  the  present  war  and  in  the 
period  to  follow,  what  might  we  expect  as  to  the 
trend  of  this  disease?  It  has  often  been  pointed 
out  that  the  greatest  destroyer  of  men  is  not  the 
war  machines  of  the  enemy,  but  the  domestic 
sabotage  resulting  from  unnecessary  health  haz- 
ards. The  present  war  is  likely  to  be  accompanied 
by  a definite  reduction  in  our  standard  of  living, 
by  food  shortages,  by  overcrowding,  by  increased 
health  hazards  entailed  by  '‘blackout”  precautions, 
to  say  nothing  of  the  added  mental  and  physical 
strain,  and  disruption  of  regulated  hours  of  rest. 

In  view  of  these  we  may  expect  an  adverse 
trend  in  the  incidence  and  mortality  of  tubercu- 
losis in  the  near  future.  Our  hope  in  mitigating 


this  trend  falls  on  the  already-burdened  shoulders 
of  our  profession.  In  this  emergency,  more  than 
ever,  clinical  acumen  must  he  relied  upon,  but 
the  detection  of  this  disease  in  its  favorable  stages 
demands,  in  almost  all  cases,  x-ray  or  equivalent 
studies. 

Early  diagnosis,  early  treatment  and  control 
have  long  been  accepted  as  vital  in  maintaining 
the  downward  trend  of  incidence  and  mortality  of 
tuberculosis.  The  responsibility  of  early  diagnosis 
will,  as  in  the  past,  oftentimes  he  that  of  the  gen- 
eral practitioner  who  first  sees  the  patient.  Treat- 
ment and  rehabilitation  of  cases,  and  the  follow-up 
of  family  and  intimate  contacts  can,  if  desired,  he 
handled  through  those  agencies  and  institutions 
staffed  by  personnel  trained  to  this  work.  Local 
industry  by  continuing  its  pre-war  cooperation 
in  seeking  tuberculosis  in  its  employees,  may  make 
an  invaluable  contribution  to  future  community 
health.  It  is  only  in  this  spirit  of  total  cooperation 
that  some  hopeful  accomplishments  may  he 
achieved  in  combating  the  otherwise  adverse  out- 
look concerning  tuberculosis. 

The  following  table  illustrates  the  results  of 
the  Maui  Case-Finding  Program,  carried  out  by 
Drs.  C.  J.  Wilen.  R.  G.  Benson,  R.  T.  Eklund. 
H.  M.  Izumi  and  J.  F.  Sanders.  What  will  a 
similar  table  show  a year  from  now? 


Maui  Case-Fixdinc.  Program 
1935  to  1942 


1935-1940 

1940 

1941 

Total 

Total  number  tested  

31,481 

3,129 

1,783 

36,393 

Positive  reactions  

10,575 

877 

630 

12,082 

Per  cent  positive  reactions  

33.59 

28.02 

35.33 

33.20 

Demonstrable  X-ray  lesions  

556 

56 

20 

632 

Childhood  type — primary  

382 

12 

11 

405 

Adult  tvpe 

174 

44 

9 

227 

Pulmonary  Tb. — minimal  

101 

34 

5 

140 

Pulmonary  Tb. — mod.  adv 

35 

10 

3 

48 

Pulmonary  Tb. — far  adv 

9 

0 

0 

9 

Pulmonary  Tb. — healed 

14 

0 

0 

14 

Hilar  Tb. — healed  

0 

0 

1 

1 

Unclassified  

15 

0 

0 

15 
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Dermoid  Cyst  of  the  Ovary  Complicating  Pregnancg 

Report  of  a Case 

H.  H.  Seiler,  m.d. 

Paia,  Maui 


Dermoid  cysts  of  the  ovary  are  not  uncom- 
mon, constituting  about  10  per  cent  of  all  ovarian 
tumors  according  to  Curtis1.  They  may  occur  at 
any  age  but  are  most  common  during  the  years  of 
sexual  activity.  In  a series  of  1 5,000  women  re- 
ceiving treatment  at  Luthardt’s  clinic  in  Leipzig2, 
826  (6  per  cent)  were  operated  on  for  ovarian 
tumors.  Of  these,  8.7  per  cent  presented  dermoid 
cysts.  In  86  per  cent  of  these  cases  the  tumor 
was  unilateral  and  in  14  per  cent  bilateral.  Twist- 
ing of  the  pedicle  occurred  in  13.6  per  cent,  the 
highest  degree  of  torsion  being  720  degrees.  Si- 
multaneous pregnancy  was  present  in  7 per  cent 
of  cases. 

Because  of  their  slow  growth  and  frequently 
long  pedicle,  dermoids  are  more  prone  to  compli- 
cations than  are  other  ovarian  tumors.  These 
may  he  adhesions,  incarceration,  torsion,  infec- 
tion, rupture,  and  malignancy.  However,  until  the 
advent  of  some  complicating  factor,  dermoids 
may,  especially  if  small,  be  singularly  free  from 
symptoms.  It  is  generally  conceded  that  dermoids 
respond  to  no  other  form  of  treatment  than  surgi- 
cal extirpation.  Bowles,  in  Honolulu,  in  an  in- 
teresting review3,  has  recently  added  to  the  litera- 
ture 5 cases  of  bilateral  ovarian  dermoid  cysts 
complicating  pregnancy,  bringing  the  total  number 
of  sucb  cases  reported  to  52.  Andrews  and  his 
colleagues4  have  reviewed  the  literature  and  writ- 
ten an  excellent  analysis  of  the  reported  cases. 

Herewith  is  presented  a case  of  dermoid  cyst 
of  the  right  ovary  with  strangulation  and  necrosis 
following  540  degrees’  torsion  on  its  pedicle,  oc- 
curing  during  the  seventh  month  of  pregnancy. 

Case  Report 

History:  M.N.,  a 37  year  old  Japanese  housewife, 
was  admitted  to  Paia  Hospital  on  the  morning  of 
January  17,  1942,  complaining  of  ac-ute  abdominal  pain 
in  the  right  lower  quadrant  since  the  previous  night. 
This  pain  was  quite  localized,  and  nausea  and  vomiting 
had  occurred  on  3 occasions  during  the  night.  Pa- 
tient was  in  her  estimated  seventh  month  of  pregnancy, 
para  6,  gravida  7,  estimated  date  of  confinement  April 
8th.  There  had  been  no  vaginal  bleeding  or  discharge 
with  the  present  illness,  no  uterine  contractions,  no 
diarrhea  or  constipation,  no  complaints  referable  to 
the  respiratory  or  urinary  tracts.  The  menstrual  his- 


tory had  not  been  remarkable.  Past  history  was  non- 
contributory, the  patient  having  been  free  from  illness 
except  for  the  usual  childhood  diseases  and  occasional 
eye  disease.  She  last  saw  a doctor  six  years  ago  with 
the  birth  of  her  fifth  child.  Her  sixth  baby  was  born 
at  home  three  years  ago,  the  husband  acting  as  mid- 
wife, and  the  delivery  was  apparently  uneventful.  This 
woman  was  of  the  stoic,  “old  country”  type  who  speak 
only  Japanese,  live  in  one  of  the  more  isolated  plan- 
tation camps,  and  seek  medical  care  only  when  driven 
to  do  so  by  some  major  incentive  such  as  severe  pain. 
Thus  she  had  not  been  attending  the  monthly  prenatal 
clinic  provided  for  plantation  employees. 

Examination:  Patient  was  a well-developed,  mod- 

erately obese  Japanese  female,  apparent  age  40,  ab- 
domen rotund  and  prominent  to  correspond  with  the 
final  trimester  of  pregnancy.  Her  facial  expression  on 
admission  suggested  pain.  Temperature  100.2  F,  pulse 
88,  respirations  26.  Eyes,  ears,  nose  and  throat  not 
remarkable.  Poor  oral  hygiene.  Chest  clear  through- 
out. Heart  normal  to  auscultation  and  percussion.  Co- 
lostrum expressed  from  both  breasts.  Abdomen  large, 
round,  and  firm.  Fundus  of  the  gravid  uterus  palpated 
5 cm.  below  the  ensiform  process.  Leopold’s  maneuvers 
revealed  vertex  presentation,  position  left  occiput  an- 
terior. Fetal  heart  rate  168,  left  lower  quadrant.  Pal- 
pation of  right  lower  quadrant  elicited  marked  tender- 
ness and  muscle  guard  seemingly  centralized  at  a 
point  about  one-third  the  distance  between  the  iliac 
spine  and  umbilicus.  Rebound  tenderness  present.  No 
mass  palpated.  Kidneys  and  other  organs  not  palpable 
Pelvic  examination  revealed  a soft,  patulous  cervix 
against  the  large  mass  of  the  uterus ; it  was  otherwise 
negative,  except  for  the  fact  that  on  bimanual  exami- 
nation the  abdominal  hand  elicited  the  same  tenderness 
in  the  right  lower  quadrant.  No  adnexal  detail  could 
be  made  out,  due  to  the  large  size  of  the  uterus.  Rectal 
examination  was  corroboratory. 

Llrinalysis  was  normal,  showing  only  1 plus  leu- 
kocytes and  1 plus  epithelial  cells  in  a catheterized 
specimen.  White  blood  count  was  13,500  with  87  per 
cent  polvmorphonuclears. 

Clinical  Course:  Because  of  the  localized  character 
of  the  pain,  the  fever,  leukocytosis,  rebound  tender- 
ness, and  absence  of  other  findings,  a diagnosis  of 
acute  appendicitis  was  made  and  immediate  operation 
performed.  In  view  of  the  patient’s  concomitant  preg- 
nancy, McBurney  incision  was  thought  advisable  so 
as  not  to  weaken  the  abdominal  wall  more  than 
necessary.  Upon  incising  the  peritoneum,  a moderate 
amount  of  straw-colored  fluid  presented  itself.  When 
this  was  withdrawn,  the  anterolateral  aspect  of  the 
uterus  was  seen,  and,  dipping  down  into  the  superior 
half  inch  of  the  wound  there  was  seen  the  tip  of  a 
smooth,  black  mass.  The  incision  was  elongated  up- 
wards and  somewhat  laterally,  exposing  a dark 
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ovarian  cyst  twisted  one  and  a half  times  on  its 
pedicle.  The  mass  was  the  size  of  a small  fist,  boggy, 
and  somewhat  flattened  and  ovoid,  rather  than  round, 
due  to  being  pressed  between  the  uterus  and  the  ab- 
dominal wall.  The  Fallopian  tube  was  incorporated  as 
part  of  the  tumor,  the  ovary  itself  was  obliterated, 
and  there  was  no  evidence  of  a corpus  luteum.  The 
bn  ad  ligament  was  a mass  of  varicosities.  The  pedi- 
cle was  doubly  clamped  and  ligated,  and  the  cyst 
excised.  The  peritoneum  and  abdominal  wall  were 
closed  by  layers  in  the  routine  manner. 

The  post-operative  course  was  quite  uneventful 
and  the  patient  discharged  on  the  twelfth  day.  At  no 
time  during  her  convalescence  did  she  threaten  to  go 
into  premature  labor.  One  cc.  of  lipolutin  (hypo)  was 
given  daily  for  the  first  six  postoperative  days  as  an 
aid  in  warding  off  this  undesirable  event. 

Pathologic  Report:  Gross  examination  of  the  spe- 

cimen revealed  a flat,  ovoid  tumor  measuring  8x6x4 
cm.  It  was  darkly  discolored  and  a Fallopian  tube 
was  present  at  one  pole,  partially  incorporated  into 
the  tumor.  Upon  sectioning,  the  tumor  was  seen  to 
consist  of  2 main  compartments,  the  larger  of  which 
contained  the  dermoid  process.  A section  of  bone  was 
present  from  which  3 or  4 teeth  were  arising.  Both 
compartments  contained  black,  matted  hair  and  thick 
sebaceous  material.  Several  microscopic  sections  were 
made,  but  because  of  the  advanced  necrosis  every- 
where no  conclusions  as  to  the  nature  of  the  tumor 
could  be  drawn  microscopically.  The  gross  examina- 
tion was,  of  course,  diagnostic.  (Pathologic  study 
done  by  Dr.  I.  L.  Tilden.) 

Comment 

Possibly  this  cyst  should  have  been  palpated 
abdominally  when  the  patient  was  first  examined. 
However,  due  to  the  position  of  the  cyst  and  its 
boggy  consistency,  and  with  the  already  large 
uterine  mass  and  thick  abdominal  wall,  I believe 
the  mass  was  probably  actually  not  palpable,  rather 
than  merely  overlooked.  At  least,  no  suggestion 
of  a mass  occurred  to  any  of  the  three  physicians 
who  examined  the  patient. 

It  is  felt  that  the  clinical  picture,  strongly  sug- 
gestive of  acute  appendicitis,  warranted  the  Mc- 
Burney  approach  in  a seven  months*  pregnant 
woman.  No  attempt  is  made  to  explain  why  the 
phenomenon  of  rebound  tenderness  was  positive 
in  this  case,  unless  it  be  due  to  the  fact  that  the 


close  proximity  of  the  organs  involved,  namely  the 
uterus  and  the  right  adnexal  mass,  was  such  as 
to  transmit  a painful  impulse  when  pressure  was 
exerted  in  the  left  lower  quadrant. 

The  possibility  of  bilateral  disease  must  be 
kept  in  mind.  It  was  impossible  to  explore  the 
opposite  ovary  at  time  of  operation,  due  to  the 
size  of  the  uterus  and  type  of  incision.  However, 
more  satisfactory  pelvic  examination  will  be  done 
some  weeks  following  delivery,  and  the  patient 
is  being  kept  constantly  under  surveillance  with 
this  in  mind.  X-iay  is  also  planned  to  reveal  any 
teeth  or  bony  structures  which  might  be  present 
in  a left-sided  dermoid.  She  is  now  at  term  and 
expected  to  deliver  shortly.  In  addition,  she  has 
requested  sterilization  at  some  future  date.  If 
this  procedure  is  carried  out,  a more  satisfactory 
examination  of  the  left  adnexa  can  be  made.5 

Summary 

A case  of  right  ovarian  dermoid  cyst  strangu- 
lating in  the  seventh  month  of  pregnancy  and 
simulating  acute  appendicitis  has  been  presented. 
Figures  for  unilateral  dermoids  complicating  preg- 
nancy are  not  given,  but  Bowles  has  stated  in  a 
recent  article  that  the  total  of  reported  bilateral 
cases  is  now  52.  It  is  the  intention  of  the  author 
to  follow  this  case  for  a number  of  months  in  an 
effort  eventually  to  determine  whether  we  are  here 
dealing  with  a unilateral  or  bilateral  condition, 
and,  if  the  latter  be  found,  to  report  it  at  some 
future  date. 
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The  Need  for  Autopsies  in  Stillbirths  and  Neonatal  Deaths 

William  B.  Patterson,  m.d. 

Puunene,  Maui 


When  an  infant  is  born  dead  or  dies  shortly 
after  birth,  an  autopsy  should  always  be  performed 
to  determine  the  cause  of  death.  Such  deaths 
should  not  be  signed  out  as  “congenital  hearts"  or 
the  like  unless  there  is  pathological  evidence  of 
such.  If  a woman  goes  through  pregnancy  and 
is  deprived  of  a living  child  at  the  end,  the  least 
the  doctor  can  do  is  to  accurately  determine  the 
cause  of  death  by  autopsy.  It  is  also  important 
for  the  sake  of  vital  statistics  that  the  cause  of 
death  be  correct. 

For  two  years  I was  on  the  resident  staffs*  of 
teaching  maternity  hospitals  where  autopsies  were 
performed  on  all  stillbirths  and  neonatal  deaths. 
During  this  time  over  3,000  babies  were  born  in 
these  hospitals,  with  a death  rate  varying  from 
0 to  5%  from  month  to  month.  I can  remember 
only  one  case  in  which  we  could  not  determine  the 
cause  of  death  at  autopsy.  This  was  a term  baby 
that  died  six  hours  after  cesarean  section. 

In  June,  1941,  there  were  3 neonatal  deaths 
at  the  Puunene  Hospital.  With  a total  of  25  births 
this  gives  a high  percentage  of  deaths,  but  autop- 
sies were  performed  on  all  3 cases  and  conditions 
incompatible  with  life  were  found.  A brief  sum- 
mary of  these  cases  is  presented. 

Case  Reports 

Case  1.  Primipara  admitted  on  first  visit  with 
severe  toxemia  at  seven  and  one-half  months.  X-ray 
showed  twins.  After  two  days’  rest,  labor  was  induced 
by  Voorhees  bag.  A short  labor  followed,  and  the 
first  baby  was  born  spontaneously.  This  baby  cried 
and  its  condition  was  good  from  the  start.  The  sec- 
ond baby  was  born  spontaneously  soon  after  the  first, 
but  it  failed  to  cry  and  remained  blue  for  thirty 
minutes.  With  the  aid  of  oxygen  -its  condition  im- 
proved temporarily,  but  even  with  oxygen  it  continued 
to  have  a red  cyanosis.  There  was  no  heart  murmur. 
It  died  after  twenty  hours.  Autopsy  showed  an  inter- 
ventricular septal  defect  extending  the  length  of  the 
septum.  Clinically  this  was  evidenced  by  the  red 
“cyanosis.” 

Case  2.  Spontaneous  delivery  at  term,  and  ap- 
peared normal  at  birth.  After  twelve  hours  baby 
choked  while  taking  water  and  became  cyanotic.  No 
breath  sound  could  be  heard  in  the  left  chest.  Death 
occurred  after  eighteen  hours  in  spite  of  oxygen 
therapy.  Autopsy  revealed  a diaphragmatic  hernia 
with  an  opening  2 cm.  in  diameter  in  the  center  of  the 
left  side  of  the  diaphragm.  The  stomach,  small  intes- 
tine, and  part  of  the  large  intestine  were  in  the  left 


pleural  cavity,  and  the  left  lung  had  never  expanded. 
This  case  could  have  been  diagnosed  by  X-ray  either 
before  or  after  death,  except  that  before  death  it 
could  not  live  without  oxygen  once  the  symptoms 
developed. 

Case  3.  Delivered  in  home  at  term  by  a mid- 
wife. Baby  remained  blue  for  two  hours'  and  doctor 
was  called.  No  heart  murmur  was  heard.  Oxygen 
therapy  was  given  and  color  was  good.  Death  occur- 
red after  twelve  hours.  Autopsy  showed  an  inter- 
auricular  septal  defect : the  flap  that  normally  closes 
the  foramen  ovale  was  imperfect,  and  did  not  close 
the  foramen  at  all.  The  foramen  was  oval  in  shape 
and  much  larger  than  normal.  It  measured  1 by  0.5 
cm. 

Comment 

In  all  three  of  the  above  cases  I was  able  to 
tell  the  parents  the  exact  cause  of  death,  and  they 
were  all  satisfied.  One  can  often  diagnose  the 
cause  of  death  by  clinical  signs,  but  not  always. 
A baby  that  becomes  cyanotic  and  dies  within 
the  first  few  hours  or  days  of  life  may  have  intra- 
cranial hemorrhage  or  damage  without  a bulging 
fontanelle.  He  may  have  congenital  heart  disease 
without  a murmur  or  enlargement.  I have  seen 
cases  die  of  cerebral  edema  without  hemorrhage, 
that  were  delivered  spontaneously  after  a short 
labor.  The  fontanelles  in  such  cases  are  very 
tense,  and  when  the  head  is  opened  the  brain 
substance  protrudes.  Microscopic  sections  will 
also  show  the  edema. 

Where  a difficult  forceps  delivery  has  resulted 
in  death  of  the  infant,  an  autopsy  may  reveal  ab- 
normalities incompatible  with  life.  Difficult  breech 
deliveries  may  develop  adrenal  hemorrhages  that 
cause  death.  Syphilis  often  causes  stillbirths  and 
neonatal  deaths.  A blood  Wasserman  on  every 
pregnant  woman  before  the  fourth  month  of  preg- 
nancy will  almost  prevent  this.  I have  seen  a 
woman  who  had  a negative  Wasserman  at  the 
third  month  develop  a secondary  syphilitic  erup- 
tion at  the  eighth  month.  She  went  into  labor 
and  delivered  a premature  infant  that  lived  a 
few  hours  and  died.  Autopsy  showed  the  liver 
loaded  with  spirochetes. 

A woman  who  has  had  one  congenitally  de- 
formed child  may  ask  what  are  the  chances  of 
her  having  another  deformed  child.  The  chances 
are  one  in  eighty-six,  but  the  incidence  of  de- 
formed infants  increases  rapidly  after  the  fifth 
child. 
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Trichinosis 

Report  of  Four  Cases 
Gordon  H.  Lightner.  m.d., 

AN  D 

William  15.  Patterson,  m.d., 
Puuncne,  Maui 


We  report  herewith  4 cases  of  trichinosis  seen 
in  Puunene  in  July  and  August  1941.  1 he  subject 
of  trichinosis  has  been  well  treated  in  the  August 
9,  1941  issue  of  the  Journal  of  the  American  Med- 
ical Association  by  Wyrens  and  others  and  also 
in  the  American  Journal  of  Medical  Sciences  for 
August,  1941,  by  Most  and  Helpern.  The  inci- 
dence of  asymptomatic  trichinosis  in  Xew  York 
City,  as  found  in  100  bodies  dying  from  other 
causes,  was  said  to  be  22  per  cent.  The  incidence 
of  trichinosis  infestation  in  Hawaii  may  well  be 
higher  than  this,  due  to  the  fact  that  much  pork 
from  wild  pigs  is  eaten  raw  or  improperly  cooked. 
This  is  particularly  true  of  the  Filipino  bachelor 
who  cooks  his  own  food.  The  4 cases  reviewed 
here  were  all  in  Filipino  bachelors. 

Case  Reports 

Case  1.  Filipino,  bachelor,  36,  complained  of 
headache  and  aches  all  over  the  body.  Temperature 
103  F.  on  admission  and  physical  examination  nega- 
tive. Blood  count  on  admission  showed  7,800  leukocytes 
with  15%  eosinophils.  Urine  on  admission  was  nega- 
tive. Ten  days  later  the  white  count  was  10,200  with 
38%  eosinophils,  and  the  urine  showed  1 plus  albumin 
with  granular  casts.  Muscle  biopsy  showed  encysted 
Trichinclla  larvae.  The  temperature  slowly  returned 
to  normal  and  the  patient  was  well  after  three  weeks. 

Case  2.  Filipino,  bachelor,  complained  of  head- 
ache. fever  and  pain  in  his  eyes.  Temperature  was 
101  F on  admission  but  fell  to  normal  on  the  second 
day.  Patient  felt  so  well  he  was  allowed  to  go  home 
on  the  third  day.  At  this  time  his  white  count  was 
6.400  with  23%  eosinophils.  Urine  was  normal.  Three 
days  later  patient  returned  with  a fever  of  102  F but 
physical  examination  was  still  negative.  The  white  count 
at  this  time  was  12,040,  with  20%  eosinophils.  The  urine 
was  negative.  Four  days  later  the  white  count  was 
11.060  with  35%  eosinophils.  The  patient's  temperature 
gradually  returned  to  normal  and  he  was  discharged 
after  two  weeks.  Muscle  biopsy  showed  encysted  Tri- 
chinella  larvae. 

Case  3.  Filipino,  bachelor,  49,  complained  of  a 
“cold”  with  general  malaise.  On  admission  tempera- 
ture was  100  F,  white  count  12,640  with  79%  polys  and 
21%  lymphocytes.  Urine  was  normal.  Four  days  later 
the  white  count  was  18,640  with  32%  eosinophils. 
Muscle  biopsy  showed  encysted  Trichinella  larvae.  Pa- 
tient gradually  improved  and  was  discharged  after 
ten  days. 


Case  4.  Filipino,  bachelor,  34,  complained  of 
headache,  pain  in  legs,  and  diplopia.  On  admission 
temperature  203  F,  white  count  7,200  with  17%  eosino- 
phils. Urine  showed  1 plus  albumin  and  hyaline  casts. 
Three  days  later  the  white  count  was  6,400  with  22% 
eosinophils.  Muscle  biopsy  was  positive  for  trichin- 
osis. Patient  recovered  rapidly  and  diplopia  disap- 
peared. He  was  discharged  after  ten  days. 

Comment 

Cases  1 and  2 were  room-mates  who  ate  the 
same  food.  All  4 cases  bad  recently  eaten  pork, 
though  all  the  pork  was  cooked.  The  pork  had 
been  purchased  from  a reputable  meat  market, 
and  had  passed  routine  inspection.  At  the  same 
time  that  the  above  cases  were  in  the  hospital 
there  were  several  other  patients  admitted  with 
similar  symptoms  of  weakness,  muscle  pains  and 
general  malaise,  although  they  did  not  have  a 
high  eosinophile  count.  They  were  not  very  sick 
and  were  soon  discharged  as  “colds.”  Other  pa- 
tients were  seen  in  the  out-patient  department 
with  the  same  complaints  of  weakness  in  the  legs 
and  muscle  pains  hut  were  not  sick  enough  to 
stop  work.  They  often  gave  the  complaint  of 
“no  more  strong”  and  wanted  some  medicine  for 
treatment.  No  doubt  there  were  many  cases  of 
trichinosis  so  mild  that  the  patients  never  came 
to  see  the  doctor. 

Diagnosis 

The  symptom  of  muscle  pain  is  present  in 
almost  every  clinical  case  of  trichinosis,  hut  it  is 
rarely  the  chief  complaint.  The  patient  usually 
complains  chiefly  of  general  malaise,  headache  and 
weakness.  These  symptoms  are  accompanied  by 
fever  and  at  the  original  examination  the  physician 
is  likely  to  suspect  some  other  disease  such  as 
influenza,  typhoid  fever,  rheumatic  fever,  etc.  The 
face  is  often  swollen  and  puffy  and  this,  combined 
with  albuminuria  and  casts,  may  cause  one  to 
suspect  nephritis  or  angioneurotic  edema. 

It  is  interesting  to  note  in  the  article  hv  Wy- 
rens, et  al.  that  over  half  their  cases  complained 
of  ocular  symptoms.  One  of  the  above  cases  had 
diplopia  caused  by  temporary  paralysis  of  the 
external  rectus  muscle. 
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Trichinosis 

A high  eosinophile  count  is  usually  the  first 
finding  which  makes  one  think  of  trichinosis.  The 
eosinophile  count  may  not  he  high  early,  as  in 
Case  3,  where  there  w'ere  no  eosinophils  original- 
ly. Blood  counts  repeated  every  four  days  will 
show  the  percentage  of  eosinophils  rising  if  tri- 
chinosis is  present.  It  may  reach  60%. 

Treatment 

There  is  no  specific  treatment  for  trichinosis. 
Bed  rest  and  symptomatic  treatment  for  a few 
days  or  weeks  usually  is  sufficient  for  recovery. 
However,  permanent  muscle  damage  results  in  all 
cases,  the  degree  depending  on  the  massiveness  of 
the  infestation.  Other  localized  symptoms  may 
remain  depending  upon  the  sites  in  which  larvae 
lodge  and  become  encysted. 

It  is  important  to  make  a correct  diagnosis 
because  more  rest  is  required  than  with  “flu”  or 


Lightner- Pattf.rson 

a “cold”,  which  is  usually  the  original  diagnosis. 
If  exercise  is  attempted  too  early  there  will  be  a 
recurrence  of  all  symptoms.  This  is  easy  to  under- 
stand when  one  examines  a stained  section  of 
muscle  tissue  from  even  a mild  case.  There  is 
an  extensive  round  cell  infiltration  throughout  the 
muscle  although  only  occasional  encysted  larvae 
are  found. 

By  making  a diagnosis  and  reporting  the  case 
to  the  proper  authorities,  physicians  can  help  to 
prevent  additional  infested  pork  from  reaching  the 
market.  Also,  people  should  be  educated  to  cook 
all  pork  properly  if  it  is  known  that  occasional  in- 
festation exists. 

Summary 

The  clinical  picture  of  trichinosis  has  been 
briefly  reviewed,  and  4 cases  of  this  disease  oc- 
curring on  the  Island  of  Maui  have  been  reported. 
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Ether  per  Rectum  in  the  Treatment  of  Status  Asthmaticus 

Report  of  A Case 

George  von  Asch,  m.d. 

Puunene,  Maui 


Bronchial  asthma  appears  to  be  as  common  a 
condition  in  Hawaii  as  on  the  Mainland.  The 
asthmatic  attack  can  generally  be  terminated  by 
the  use  of  such  drugs  as  epinephrine,  ephedrine 
or  aminophyllin.  However,  occasionally  we  see 
severe  and  prolonged  attacks — status  asthmaticus 
- — with  marked  dyspnea,  cyanosis,  and  even  right 
heart  failure,  which  are  resistant  to  ordinary  ther- 
apy. The  following  case  is  an  example. 

Case  Report 

An  18  year  old  Porto  Rican  boy  was  admitted  to 
the  hospital  with  a severe  asthmatic  attack  of  about 
twenty-four  hours’  duration.  He  stated  that  he  had  had 
asthma  as  long  as  he  could  remember,  with  attacks 
varying  in  severity.  His  past  history  was  otherwise 
not  contributory. 

Physical  examination  revealed  a well-developed 
adolescent  Porto  Rican  with  marked  expiratory  dysp- 
nea. On  ausculation  of  the  chest  rales  of  the  usual 
“accordion”  type  were  heard.  The  heart  sounds  were 
normal  except  for  some  accentuation  of  the  pulmonic 
second  sound. 

The  boy  was  started  on  5 minim  (0.3  cc.)  doses 
of  epinephrine  hydrochloride  1 : 1 000,  p.r.n.  For  about 
the  first  6 hours  of  the  regime  he  got  slight  relief; 
then  he  seemed  to  become  resistant,  and  the  drug  had 
no  effect  upon  the  dyspnea.  At  this  time  the  treatment 
was  changed  to  ephedrine  by  injection;  however  this, 


too,  had  no  beneficial  effect.  Next  intravenous  amino- 
phyllin was  tried,  and  finally  morphine  plus  atropine. 
In  spite  of  all  this  the  asthma  continued  to  increase 
in  intensity  and  there  was  an  obvious  development 
of  right  heart  failure. 

The  boy’s  condition  was  rapidly  becoming  des- 
perate. He  refused  to  permit  a general  anesthesia.  It 
was  decided  to  try  ether  by  rectum  in  the  manner 
originally  described  by  Gwathmey  for  obstetrical 
anesthesia.  He  was  given  a cleansing  soapsuds  enema, 
followed  by  80  cc.  of  ether  in  120  cc.  of  olive  oil  as  a 
retention  enema. 

In  about  ten  minutes  he  began  to  cough  up  thick, 
tenacious  sputum  and  at  the  same  time  the  dyspnea 
began  to  decrease.  Thirty  minutes  after  the  adminis- 
tration of  the  ether  the  attack  had  terminated  and 
the  patient  was  completely  comfortable;  he  was  free 
from  his  asthma  for  about  eighteen  hours  when  another 
equally  severe  attack  developed.  The  ether  per  rectum 
was  repeated,  with  similar  results.  He  then  remained 
free  from  asthma  for  the  remainder  of  his  hospitaliza- 
tion. 

Summary 

A case  of  status  asthmaticus  which  proved 
resistant  to  epinephrine,  ephedrine,  and  amino- 
phyllin was  successfully  treated  with  ether  by 
rectum  by  the  Gwathmey  method,  a procedure 
which  seems  to  me  both  simpler  and  safer  than 
inhalation  anesthesia. 
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Acute  Pancreatitis 

Report  of  a Case  Responding  to  Intravenous  Sulfathiazole 

Emory  H.  Anderson,  m.d. 

Paia,  Maui 


Case  Report 

A Japanese  man,  age  68,  was  admitted  to  Paia 
Hospital  on  September  4,  complaining  of  lancinating 
pain  in  the  pit  of  his  stomach.  The  pain  was  so  severe 
that  the  patient  had  to  be  carried  in.  It  was  associated 
with  nausea  and  vomiting. 

Approximately  45  minutes  before  admission,  while 
riding  a horse,  the  patient  had  suddenly  been  seized 
with  violent  mid-abdominal  pain.  There  was  some 
radiation  of  pain  to  the  back  but  not  to  the  shoulder 
or  scapula  region.  A few  minutes  after  pain  started, 
nausea  and  vomiting  ensued. 

There  was  a past  history  of  indiger  "ion  for  sev- 
eral years.  Eight  years  before,  a cholecystostomy  had 
been  done,  with  removal  of  a solitary  stone.  The  pa- 
tient had  also  had  numerous  attacks  of  rheumatism  in 
his  left  foot,  right  shoulder,  both  wrists,  and  both 
elbows. 

Examination  disclosed  a thin,  elderly  Japanese 
man,  assuming  an  almost  complete  lateral  knee-chesl 
position  in  bed ; his  expression  was  anxious,  and  he 
appeared  acutely  ill. 

Physical  examination  was  not  remarkable  except 
for  a tachycardia  of  110  per  minute  and  boardlike 
rigidity  of  the  abdominal  muscles.  Blood  pressure  was 
110/70.  An  upper  right  rectus  scar  was  present. 

There  was  a leucocytosis  of  11,400;  polys  79%, 
lymphocytes  20%,  monocytes  1%.  One  hour  later  this 
had  changed  to  a count  of  14,000,  with  polys  90%, 
lymphocytes  9%,  and  monocytes  1%.  The  urine  con- 
tained 4 plus  albumin,  1 plus  red  cells  and  leucocytes 
and  1 plus  hyaline  casts.  There  was  no  sugar.  Specific 
gravity  was  1.015. 

The  patient  was  felt  to  have  a perforated  peptic 
ulcer  or  possible  acute  pancreatitis.  It  should  be  noted 
that  morphine  gr.  y2  and  depropanex  3 cc.,  given  be- 
tween admission  and  his  operation  two  hours  later, 
did  not  abate  the  abdominal  pain.  An  infusion  of  1,000 
cc.  of  5%  glucose  was  administered  and  preparations 
made  for  immediate  operation.  A flat  plate  of  the 
abdomen  revealed  no  subdiaphragmatic  air.  A suitable 
donor  was  obtained  for  transfusion  following  opera- 
tion. 

Lnder  general  anesthesia,  an  incision  was  out- 
lined about  the  old  scar,  resecting  it.  The  gallbladder 
was  adherent  to  the  abdominal  wall  and  was  inad- 
vertently opened  in  the  process  of  entering  the  peri- 
toneum. There  was  a moderate  amount  of  “beef  broth" 
fluid  escaping  from  the  under  surface  of  the  liver  and 
from  the  lesser  peritoneal  sac.  The  common  duct  was 
palpated,  and  no  stone  found.  The  stomach  and  duo- 
denum were  normal.  The  pancreas  at  its  midportion 
was  indurated  and  swollen  to  approximately  3 times 


its  normal  size.  A longitudinal  opening  was  made  in 
the  gastro-hepatic  ligament  to  facilitate  visualization 
of  this  portion  of  the  pancreas.  On  this  surface  were 
numerous  extravasations  of  blood  as  well  as  irregular, 
yellowish  plaques,  some  stellate  in  outline.  This  sur- 
face of  the  pancreas  was  not  ruptured  nor  were  any 
detached  fragments  of  the  organ  observed. 

A horizontal  incision  was  made  through  the  mid- 
portion of  the  pancreas,  where  the  induration  was 
greatest;  at  this  time  a biopsy  specimen  was  removed. 
The  opening  in  the  gallbladder  permitted  exploration 
of  the  common,  hepatic,  and  cystic  ducts,  from  which 
approximately  10  cc.  of  gallbladder  sand  was  removed. 
No  other  stones  were  encountered.  T.ie  gallbladder 
was  drained  in  routine  fashion;  a cigarette  drain  was 
carried  down  to  the  foramen  of  Winslow;  another 
cigarette  drain  was  placed  over  the  incised  portion  of 
the  pancreas ; and  still  a third  drain  was  carried  to 
the  cul-de-sac.  A Levine  tube  with  Wangensteen  suc- 
tion was  inserted. 

The  patient  was  given  70  cc.  intravenously  of  a 
5%  sodium  sulfathiazole  monohvdrate  solution.  Sul- 
fathiazole was  given  orally  in  a dose  of  15  grains  (1 
gram)  every  4 hours ; after  each  dose,  the  stomach 
tube  was  clamped  for  30  minutes.  Eighteen  hours 
postoperatively,  the  patient’s  pulse  was  140,  and  his 
temperature  was  101.4  F.  At  this  time  500  cc.  of 
citrated  blood  was  given,  following  which  there  was 
potable  improvement,  characterized  by  decrease  in 
pulse  rate  and  the  patient’s  expression  of  feeling 
stronger. 

The  patient  remained  desperately  sick  but  pro- 
gressively improved  for  the  first  seven  days,  during 
which  time  sulfathiazole  was  continued  by  mouth  in 
decreasing  doses,  at  least  45  grains  (3  grams)  daily. 
The  Levine  tube  was  removed  on  the  third  postopera- 
tive day,  and  all  drains  except  the  catheter  drain  in 
(he  gallbladder  were  removed  by  the  fifth  postopera- 
tive day.  The  latter  extruded  itself  on  the  tenth  day. 

On  the  eighth  postoperative  day,  the  left  foot,  T 
franc’s  joint,*  was  acutely  inflamed,  tender,  and  swol- 
len. Despite  the  local  discomfort,  the  patient’s  general 
condition  seemed  satisfactory,  though  his  moderate 
remittent  fever  presisted. 

For  the  ensuing  seven  days,  the  patient’s  general 
condition  remained  unchanged  and  he  took  food  well. 
The  temperature  now  began  an  intermittent  course, 
and  the  index  finger  on  the  right  hand  became  the  site 
of  an  acute  arthritic  process,  which  subsided  by  the 
seventeenth  postoperative  day.  On  this  day,  the  tem- 
perature rose  to  101.4  F,  there  was  some  grunting 
respiration,  the  pulse  increased  to  120,  the  respirations 
likewise  increased,  and  the  excursion  of  respiration 

‘Editor’s  note:  Lisfranc’s  joint  is  the  metatarsophalangeal  artieu 

lation. 
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was  definitely  limited.  A roentgenogram  of  the  chest 
revealed  a massive  atelectasis  on  the  right  side,  and  a 
considerable  mediastinal  shift. 

Under  local  anesthesia  the  patient  was  broncho- 
scoped  by  Dr.  T.  W.  Cowan,  and  no  mucous  plug  was 
found.  Hyperventilation  was  done,  and  within  twelve 
hours’  time,  the  patient  was  clinically  improved  to  his 
original  state.  Bile  drainage  from  the  wound  still 
persisted. 

On  the  twenty-sixth  postoperative  day,  he  com- 
plained of  sharp  pain  in  the  left  anterior  axillary  line 
about  the  level  of  the  diaphragm,  and  a definite  pleural 
rub  could  be  heard  there  on  auscultation.  A roent- 
genogram on  this  day  revealed  no  parenchymal  infil- 
tration and  no  fluid  on  the  painful  side;  the  opposite 
side  also  appeared  to  be  completely  normal. 

Drainage  from  the  incision  progressively  de- 
creased. The  patient’s  sense  of  well-being  improved, 
and  clinically  he  appeared  sufficiently  well  to  be  dis- 
charged on  the  thirty-fourth  postoperative  day.  Upon 
discharge  from  the  hospital,  he  was  given  a supply  of 
vitamin  B for  oral  administration,  and  was  directed 
to  adhere  to  a high-protein,  low-fat  diet,  and  return 
every  five  days  for  a change  in  dressing. 

Within  ten  days  after  discharge,  the  wound  had 
completely  healed,  and  the  patient  was  feeling  much 
stronger.  Subsequent  checkups  at  the  end  of  one  and 
two  months  revealed  a diminution  in  pathologic 
urinary  elements ; there  was  a faint  trace  of  sugar  on 
occasions,  but  no  fasting  glycosuria. 


Pathologic  Diagnosis 

A specimen  of  pancreas  revealed  myriads  of  poly- 
morphonuclear cells  infiltrating  the  interstitial  tissue 
and  surrounding  the  lobules.  The  acinar  cells  were 
relatively  little  involved  and  seemed  normal  in  ap- 
pearance. The  findings  were  those  of  acute  interstitial 
pancreatitis. 

Comment 

This  68  year  old  Japanese  was  desperately  sick 
on  admission  and  after  operation,  and  during 
hospitalization  presented  several  distressing  surgi- 
cal complications.  At  the  present  time,  he  seems 
completely  well  and  shows  no  evidence  of  develop- 
ing pancreatic  insufficiency. 

It  is  my  feeling  that  intravenous  sodium  sul- 
fathiazole  monohydrate,  establishing  an  immediate 
chemotherapeutic  blood  level,  may  have  been  the 
most  decisive  measure  in  the  patient’s  behalf. 

Our  laboratory  has  not  been  equipped  to  do 
blood  sulfonamide  determinations,  hence,  a com- 
plete evaluation  of  drug  therapy  in  this  case  is 
impossible. 
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Retween  February  25,  1942  and  March  21, 
1942,  60  patients  with  typhoid  fever  were  admitted 
to  a local  hospital.*  All  of  these  cases  except  2 
occurred  in  children  between  the  ages  of  12  and  16 
who  attended  a local  junior  high  school.  One  of 
the  exceptions  was  a secondary  case.  Her  brother, 
who  was  ill  at  home  with  typhoid  fever,  attended 
this  school,  hut  she  did  not.  The  other  exception 
was  a 27  year  old  man  who  had  no  direct  nor  in- 
direct connection  with  the  school.  Investigation  by 
public  health  authorities  disclosed  evidence  indi- 
cating that  a healthy  fecal  carrier,  employed  as  a 
food  handler  in  the  school,  produced  the  epidemic 
by  contaminating  food  eaten  by  the  pupils. 

Clinical  Course 

It  is  well  known  that  typhoid  fever  is  a disease 
which  shows  considerable  variability  in  its  mani- 
festations ; therefore,  discrepancy  between  the 
symptoms  encountered  in  a given  case  or  epidemic 
and  those  described  as  typically  occurring  in 
typhoid  fever  are  to  be  expected.  Nevertheless, 
the  incidence  of  a few  of  the  signs  and  symptoms 
present  in  this  series  of  cases  differed  so  markedly 
from  the  expected  incidence  that  the  divergence 
is  worthy  of  note. 

The  onset  of  the  disease  in  almost  all  of  these 
cases  was  moderately  abrupt.  Within  two  or  three 
days  after  the  first  deviation  from  a normal  state 
of  health,  the  patient  was  moderately  severely  ill 
with  a febrile  illness  whose  most  frequent  mani- 
festations besides  chilliness  and  fever  were  head- 
ache, diarrhea,  dry  cough,  abdominal  pain,  and, 
least  frequently,  epistaxis.  Onset  with  marked  up- 
per or  lower  respiratory  symptoms,  meningeal,  or 
renal  symptoms  did  not  occur. 

Headache  was  present  in  90  per  cent  of  our 
cases,  but  was  severe  in  only  one  case.  There  was 
nothing  constant  about  its  location  or  about  the 
time  of  day  when  it  was  usually  experienced.  En- 
demic typhus  fever  is  relatively  common  in  Hawaii. 

* Name  not  revealed  due  to  censorship  requirements. 


Its  outstanding  subjective  manifestation  is  severe 
headache.  It  would  seem  that  the  presence  or  ab- 
sence of  severe  headache  is  of  help  in  deciding 
whether  an  unexplained  febrile  illness  may  be 
typhus  or  typhoid. 

The  least  common  symptom  encountered  bv  us 
was  epistaxis.  It  occurred  in  22  per  cent  of  the 
cases,  usually  in  the  first  week,  but  also  in  the 
second  week  of  illness.  Although  its  occurrence 
was  infrequent,  its  presence  was  helpful  in  diag- 
nosis, for  it  was  absent  in  every  case  sent  to  the 
hospital  for  observation  and  proved  not  to  be 
typhoid  fever.  Respiratory  symptoms  were  never 
prominent.  A mild,  dry  cough  occurred  in  36  per 
cent  of  the  cases.  Abdominal  pain  and  diarrhea 
are  known  to  be  frequent  in  children.  Half  of  the 
patients  had  mild  or  moderate  diarrhea  (2  to  5 
watery  yellow  or  orange  defecations  daily).  It 
usually  began  between  the  third  and  fifth  days  of 
the  disease,  but  its  onset  was  at  times  deferred 
until  the  second  week.  It  is  noteworthy  that  diar- 
rhea was  not  severe  nor  was  it  an  initial  symptom, 
and  that  blood  and  mucus  were  absent  from  the 
stools.  These  features  are  helpful  in  the  differential 
diagnosis  between  typhoid  fever  and  acute  bacillary 
dysentery.  Abdominal  pain  was  usually  not  severe, 
yet  2 of  our  cases  underwent  operations  for  what 
was  believed  to  be  acute  appendicitis  before  trans- 
fer to  our  hospital.  Constipation  was  present  in 
only  7 per  cent  of  the  patients. 

The  temperature  curve  observed  in  the  great 
majority  of  the  cases  was  quite  unlike  that  des- 
cribed as  characteristic  of  typhoid  fever.  Instead 
of  a step-like  rise  for  about  one  week,  a plateau 
with  small  daily  remissions  for  about  two  weeks, 
and  a step-like  decline  to  normal  over  a period  of 
about  a week,  the  typical  fever  in  our  series  was 
characterized  by  variations  of  5 to  7 degrees  within 
a period  of  twenty-four  hours.  Such  marked  daily 
remissions  were  the  rule,  and  the  so-called  tvpical 
“typhoidal”  type  of  fever  was  the  exception. 

Physical  signs  did  not  follow  text  book  pat- 
terns in  frequency  of  occurrence.  The  most  notable 
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discrepancies  were  the  low  incidence  of  palpable 
spleens  and  of  relative  bradycardia.  The  spleen 
could  be  unquestionably  felt  in  only  7 per  cent  of 
the  patients.  Bradycardia  was  present  in  only  13 
per  cent  of  the  cases.  It  is  known  that  the  pulse 
rate  of  children  ill  with  typhoid  fever  is  less  often 
slow  than  the  rate  in  adult  patients.  A definitely 
dicrotic  pulse  was  not  common.  Alopecia  did  not 
occur.  Sordes  of  lips  and  tongue  were  present  only 
in  patients  neglected  before  admission.  They  are 
not  signs  of  the  disease,  but  signs  of  neglect.  Half 
of  the  patients  had  a small,  slightly  inflamed,  tri- 
angular area  at  the  tip  of  the  tongue  with  moderate 
coating  of  the  dorsum,  and  clean  edges.  Deafness 
was  noted  in  5 per  cent  of  the  patients.  Unusual 
odor  of  perspiration  was  not  detectable  except  in 
a few  patients  on  admission,  in  whom  it  was  at- 
tributed to  a dirty  condition  of  the  body.  Rose  spots 
were  present  in  half  of  the  cases.  They  occurred 
during  the  first,  second,  and  third  weeks,  and  were 
usually  present  only  on  the  lower  chest,  abdomen, 
and  lower  back,  but  in  2 cases  were  on  the  arms, 
forearms,  and  thighs.  Abdominal  distention  was 
present  sometime  during  the  course  of  illness  in 
about  one  fifth  of  the  cases.  Meningeal  symptoms 
were  absent. 

The  course  of  the  fever  observed  in  our  patients 
will  be  discussed  in  connection  with  the  treatment 
of  typhoid  fever. 

Complications  have  been  stated  to  occur  in  25 
to  30  per  cent  of  the  cases.  Our  epidemic  ran  true 
to  form  in  this  respect,  for  22  per  cent  of  the  pa- 
tients had  complications.  These  consisted  of  in- 
testinal hemorrhage,  periostitis,  psychosis,  pleurisy, 
and  perforation  of  the  ileum.  The  last  4 each  oc- 
curred in  only  1 patient.  It  is  stated  in  Tice’s 
Practice  of  Medicine  that  the  occurrence  of  in- 
testinal hemorrhages  is  unrelated  to  the  severity  of 
the  disease.  However,  it  has  been  our  experience 
that  the  incidence  of  intestinal  hemorrhage  is  dir- 
ectly proportional  to  the  degree  of  toxemia,  for  of 
a total  of  14  patients  considered  severely  ill  before 
the  onset  of  the  hemorrhage,  7 had  hemorrhages; 
whereas  only  3 of  46  patients  considered  moder- 
ately ill  experienced  intestinal  hemorrhage.  The 
amount  of  blood  lost  was  never  more  than  500  cc. 
and  was  readily  compensated  for  by  blood  trans- 
fusions. 

Frequency  of  relapses  has  been  placed  at  be- 
tween 3 and  16  per  cent  of  the  cases  in  various 
reports.  Relapses  occurred  in  6.5  per  cent  of  our 
cases.  No  case  had  more  than  one  relapse,  and  the 
duration  of  relapse  varied  between  three  and  five 
days. 


There  were  2 deaths  in  our  series:  one  patient 
died  of  toxemia,  the  other  of  an  intestinal  perfora- 
tion, which  was  undiagnosed  in  a comatose  patient. 

Laboratory  Data 

Leukopenia  is  said  to  be  die  usual  finding  in 
typhoid  fever.  However,  in  this  epidemic  the  char- 
acteristic white  blood  count  was  one  which  would 
pass  for  a typically  normal  blood  count ; namely, 
7 to  8,000  leukocytes  with  65  to  75  per  cent  poly- 
morphonuclear cells.  Only  21  per  cent  of  the  pa- 
tients had  initial  white  blood  counts  of  less  than 
6,000.  Another  10  per  cent  had  counts  of  under 
6,000  subsequent  to  the  initial  count.  Initial  leuko- 
cyte counts  of  10,000  or  more  were  observed  in 
1 1 per  cent  of  the  patients.  As  a rule  the  red  blood 
cell  count  and  the  hemoglobin  content  of  the  blood 
were  within  normal  limits,  but  there  were  a few 
severely  anemic  patients,  whose  anemia  was  readi- 
ly cured  by  blood  transfusions.  LTrine  examination 
disclosed  either  nothing  abnormal  or  slight  album- 
inuria and  very  few  pus  cells. 

Most  of  our  patients  (70  per  cent)  were  ad- 
mitted to  the  hospital  during  the  second  week  of 
illness;  16  per  cent  were  admitted  during  the  third 
week;  and  14  per  cent  between  the  fourth  and 
seventh  days.  Blood  cultures  were  positive  in  32 
per  cent  of  the  cases.  Bacteria  were  found  in  blood 
taken  as  late  as  the  twenty-second  day  of  the  dis- 
ease. Half  of  the  positive  blood  cultures  were 
obtained  as  late  as  the  third  week  of  illness.  Feces 
cultures  were  positive  in  64  per  cent  of  the  cases. 
They  were  most  often  positive  in  the  third  week 
of  the  disease,  but  in  1 case  were  positive  as  early 
as  the  tenth  day.  LTine  cultures  were  positive  in 
59  per  cent  of  the  cases.  When  bacteria  could  be 
cultured  both  from  the  patients’  feces  and  urine, 
positive  cultures  could  be  obtained  no  earlier  from 
the  urine  than  from  the  feces.  E.  typhi  could  not  be 
cultured  from  blood  or  excreta  of  only  4 patients. 

Fifty-seven  of  our  patients  had  had  no  previous 
inoculations  against  typhoid  fever;  3 had  had  one 
or  two  inoculations  during  the  fourteen  days  prior 
to  the  onset  of  illness.  Agglutination  (Widal)  tests 
were  positive  in  all  cases  in  a dilution  of  1 : 160  or 
higher.  Over  four  fifths  of  the  cases  had  agglutina- 
tion tests  positive  in  dilutions  of  serum  of  1 :320 
or  greater ; and  almost  half  of  them  had  Widal 
tests  positive  in  dilutions  of  1 :640  or  greater  There 
was  no  ascertainable  relationship  between  the  ag- 
glutinations of  O and  H antigens,  except  ih.it,  as 
a rule,  agglutination  of  the  O antigen  occuri  i in 
a slightly  higher  dilution  than  agglutination  of  fhe 
Id  antigen.  When  the  Widal  test  was  repeated  five 
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days  or  longer  after  the  initial  test,  the  titre  rose, 
with  two  exceptions.  It  was  not  considered  of 
diagnostic  value  to  repeat  Widal  tests  in  most  of  the 
cases,  for  in  93.6  per  cent  of  the  patients  E.  typhi 
was  cultured  from  blood  or  excreta  or  both.  A 
diagnosis  of  typhoid  fever  was  made  either  when 
E.  typhi  was  obtained  irom  blood,  feces,  or  urine, 
or  when  a pupil  of  the  junior  high  school  involved 
became  sick  between  February  25  and  March  16 
with  an  unexplained  fever  of  two  weeks  duration 
and  laboratory  examination  disclosed  a positive 
Widal  test  in  a dilution  of  1 :320  with  a rising 
titre.  Only  one  of  the  patients  from  whose  blood 
or  excreta  E.  typhi  could  not  be  cultured  had  had 
previous  anti-typhoid  inoculations. 

Treatment 

A critical  study  of  articles  discussing  the  treat- 
ment of  typhoid  fever  results  in  a feeling  of  dis- 
satisfaction and  a state  of  scepticism.  For  example, 
bacteriophage  is  stated  to  be  useful  in  the  treatment 
of  typhoid  fever  by  an  author  who  bases  his  con- 
clusions on  the  results  obtained  by  another  physi- 
cian, who  did  not  report  his  results.  The  latter 
treated  10  cases  of  typhoid  fever,  used  no  controls, 
had  1 death  and  9 recoveries1. 

Sulfanilamide  was  stated  to  be  of  value  in  a 
series  of  7 cases.2.  All  were  treated  with  prontosil 
and  M.  & B.  693;  there  were  no  controls.  In  3 
of  the  cases,  the  drug  was  given  at  a time  when 
spontaneous  improvement  is  to  be  expected  (on 
the  twenty-eighth  day  in  one  case,  and  between 
the  thirty-sixth  and  fifty-seventh  day  and  eigh- 
teenth and  twenty-fifth  day  in  other  cases.)  As  a 
rule  the  drug  was  given  over  a period  of  five  to 
ten  days  before  improvement  was  manifest ; hence, 
it  is  questionable  whether  improvement  was  con- 
sequent to  the  administration  of  the  drug  or  con- 
comitant with  it.  One  of  the  cases  received  an 
anti-serum  as  well. 

Horse  anti-serum  was  used  in  a milk-borne 
epidemic.3  Seventy-three  case^  were  treated : 20 
during  the  first  two  weeks  of  the  illness,  13  during 
the  third  week,  and  40  after  the  third  week.  There 
were  no  controls.  The  criterion  of  a favorable  ef- 
fect was  the  lowering  of  temperature  within  forty- 
eight  hours  after  administration  of  serum.  The 
temperature  did  not  necessarily  have  to  return  to 
normal,  but  had  to  remain  lower  than  before  the 
injection  for  at  least  seven  days.  Mortality  rate 
was  9.5  per  cent.  The  authors  believe  that  bene- 
ficial effects  of  serum  may  be  delayed  seven  days. 
A study  of  the  temperature  curves  of  our  cases 


revealed  that  spontaneous  recovery  in  typhoid  is 
likely  to  take  place  within  less  than  seven  days 
from  any  given  date  after  the  second  week ; hence, 
53  of  the  73  patients  were  likely  to  have  a sponta- 
neous recovery  at  the  time  they  were  admitted  to 
the  hospital. 

“Serum  was  held  to  have  a favorable  effect  on 
both  the  toxemia  and  the  temperature,  but  assess- 
ment of  its  value  on  the  basis  of  mortality  rate  was 
impossible,  since  there  were  no  controls  or  these 
were  inadequate.  Similarly  the  mortality  in  treated 
series  as  compared  with  that  in  other  outbreaks 
where  no  serum  has  been  used  is  of  no  value  as  a 
criterion  of  the  disase  from  one  outbreak  to  an- 
other. To  control  the  results  adequately  it  would 
be  necessary  to  observe  the  effects  in  a large  series 
of  cases  when  serum  v/as  strictly  reserved  for  al- 
ternate patients,  all  of  whom  should  preferably  be 
at  about  the  same  stage  of  the  disease. 

“This  idea  has  been  closely  approached  in  in- 
vestigations on  anti-pneumococcal  serum,  but  up 
to  the  present  it  is  far  from  being  realized  in  clin- 
ical experiments  with  anti-typhoid  serum”.3 

The  use  of  serum  obtained  from  horses  inocu- 
lated with  typhoid  bacilli  was  reported  by  Robert- 
son and  Yu,4  and  by  Felix.5  The  former  mentions 
no  controls  and  shows  no  temperature  curves. 
Many  patients  were  treated  in  the  third  week  of 
illness.  The  latter  states  that  fever  was  clearly 
shortened  and  suppressed  in  23  cases,  but  unin- 
fluenced in  20  cases,  and  that  patients  might  show 
a lessening  of  toxemia  without  an  accompanying 
effect  on  pyrexia  (this  is  counter  to  our  experience 
maintained  below,  i.e.,  that  the  presence  and  degree 
of  fever  is  an  accurate  index  of  toxicity) 

In  order  to  judge  the  efficacy  of  therapy,  we 
had  to  ascertain  that  the  most  convenient  index, 
the  graphic  temperature  chart,  accurately  reflected 
the  state  of  health  of  the  patient.  Inasmuch  as 
nurses  attending  our  patients  were  unanimous  in 
their  belief  that  a patient’s  toxicity  was  directly 
proportional  to  his  fever,  the  temperature  curve 
became  the  most  important  criterion  of  the  value 
of  treatment.  Temperatures  became  normal  as 
early  as  the  twelfth  day  and  as  late  as  the  forty- 
fifth  day  of  illness.  Since  there  is  such  a long  period 
of  time  during  which  fever  can  subside  spontane- 
ously, either  by  lysis  over  a period  of  a week  or 
moderately  abruptly  within  48  hours,  it  is  obvious 
that  attributing  favorable  results  to  any  form  of 
treatment  without  the  use  of  a large  number  of 
controls  is  fallacious. 
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There  are  many  pitfalls  to  be  encountered  in 
attempting  to  evaluate  the  efficacy  of  treatment  in 
typhoid  fever.  In  view  of  the  fact  that  all  of  our 
patients  except  one  were  in  the  same  age  group, 
and  same  state  of  nutrition,  and  were  infected  by 
the  same  strain  of  E.  typhi,  the  variables  of  age, 
nutrition,  and  strain  of  infecting  organism  were 
absent.  In  addition,  four  fifths  of  the  patients  en- 
tered the  hospital  in  approximately  the  same  stage 
(between  the  fifth  and  fourteenth  days)  of  the  ill- 
ness. Eight  patients  were  treated  with  sulfaguani- 
dine  and  19  cases  were  treated  with  sulfathiazole. 
Six  patients  were  given  injections  of  human  serum 
(150  cc.  each)  obtained  from  previously  inocu- 
lated individuals.  The  remainder  of  the  cases  were 
treated  symptomatically  as  controls. 

The  patients  receiving  sulfathiazole  weighed 
between  80  and  100  lbs.  They  received  4 grams 
of  the  drug  daily  over  a period  of  five  days.  They 
were  chosen  at  random,  and  were  no  sicker  than 
the  controls.  If,  here  and  there,  a patient  treated 
with  sulfathiazole  were  studied  without  regard  to 
untreated  cases,  we  might  erroneously  deduce  that 
the  drug  had  had  a favorable  effect  on  the  patient. 
However,  when  time  and  time  again  the  fever  of 
control  and  of  treated  patients  would  abate  spon- 
taneously during  similar  phases  of  the  illness,  it 
became  apparent  that  at  a certain  time  during  the 
course  of  the  disease,  the  fever  subsided  and  the 
patient  felt  well  whether  or  not  the  drug  had  been 
used.  A review  of  all  the  sulfathiazole-treated  cases 
showed  that  the  administration  of  sulfathiazole  had 
no  effect  on  fever  or  toxemia,  on  the  occurrence 
of  complications  or  relapses,  or  on  mortality.  One 
control  and  1 sulfathiazole-treated  patient  died. 

It  would  seem  theoretically  unsound  to  treat 
patients  ill  with  a blood-stream  infection  by  using 
a drug  which  is  relatively  unabsorbable.  Eight 
patients  received  sulfaguanidine.  The  treatment  of 
7 of  these  was  not  under  our  control.  The  patients 
weighed  between  90  and  110  lbs.  Three  received 
2 grams  of  the  drug  daily  for  four,  eight,  and  nine 
days  respectively.  One  received  3.2  grams  daily  for 
six  days;  2 received  4 grams  daily  for  two  and 
three  days  respectively ; 1 received  8 grams  daily 
for  two  days ; 1 received  8 grams  daily  for  eight 
days.  We  believe  that  most  of  these  dosages  were 
inadequate.  The  use  of  sulfaguanidine  had  no  ef- 
fect on  the  course  of  illness  in  any  case  in  which 
it  was  given.  The  number  of  patients  receiving  the 
drug  was  too  small  to  state  whether  or  not  it 
affected  the  mortality,  relapse,  or  complication  rate. 
None  of  this  group  of  patients  died  or  had  relapses ; 


one  had  an  intestinal  hemorrhage.  It  is  possible  that 
the  use  of  sulfaguanidine  during  early  convales- 
cence will  lessen  the  chance  that  a patient  will  be- 
come a convalescent  carrier.  Investigations  along 
this  line  are  being  conducted.  No  undesirable  ef- 
fects were  attributable  to  the  use  of  either  sulfona- 
mide. 

The  injection  of  150  cc.  of  pooled  serum  ob- 
tained from  previously  inoculated  individuals  was 
entirely  ineffectual.  The  mouse  protection  potency 
of  this  serum  is  being  determined  at  the  present 
time.  However,  the  result  of  this  investigation  is 
of  academic  interest  only,  for  one  cannot  wait  for 
the  results  of  mouse  protection  tests  before  using 
serum  from  inoculated  individuals.  The  donors  of 
the  serum  had  had  an  average  of  3^4  series  of 
anti-typhoid  inoculations.  They  had  all  received 
their  last  series  of  injections  between  two  and  five 
months  prior  to  the  withdrawal  of  serum.  There- 
fore, it  is  reasonable  to  believe  that  this  group  of 
serum  donors  possessed  as  high  a degree  of  im- 
munity as  could  exist  in  any  group  of  inoculated 
individuals. 

Blood  transfusions  did  not  alter  the  course  of 
the  disease,  but  seemed  to  lessen  the  degree  of 
toxemia  for  a period  of  about  twenty-four  hours. 
They  are  indicated  when  patients  are  anemic. 
Otherwise  they  are  hardly  worthwhile.  Non- 
specific measures  of  treatment  included  a high 
caloric,  semi-soft  diet,  adequate  liquids,  and  luke- 
warm sponge  baths  followed  by  alcohol  sponges 
given  to  patients  with  fevers  above  102  F.  Cold 
packs  or  cold  baths  were  not  used. 

Summary  and  Conclusions 

1.  Sixty  cases  of  typhoid  fever  were  observed, 
of  which  58  were  infected  directly  by  food  con- 
taminated by  a healthy  carrier.  There  was  1 sec- 
ondary case.  The  mortality  rate  was  3.3  per  cent. 

2.  The  symptoms  were  somewhat  unusual  in 
that  diarrhea  was  present  in  half  of  the  cases.  As 
a rule,  diarrhea  was  mild,  consisting  of  three  or 
four  defecations  per  day. 

3.  Physical  signs  differed  from  those  described 
as  characteristic  in  that  relative  bradycardia  and 
palpable  spleen  occurred  infrequently.  The  temper- 
ature curve  was  septic  rather  than  typhoidal  in 
most  of  our  cases. 

4.  A normal  white  blood  count,  rather  than 
leukopenia,  was  characteristic  of  the  cases  in  this 
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series,  for  only  about  20  per  cent  of  the  patients 
had  an  initial  leukopenia;  about  10  per  cent  had 
an  initial  leukocytosis,  and  the  remainder  had 
normal  white  blood  counts. 

5.  E.  typhi  should  be  sought  in  blood  cultures 
as  late  as  the  third  week  of  illness,  for  half  of  our 
positive  blood  cultures  were  obtained  in  the  third 
week  of  illness. 

6.  A study  of  the  available  literature  reveals 
that  most  studies  of  remedies  used  in  typhoid  fever 
are  uncontrolled.  A comparison  of  treated  cases 
with  the  controls  in  this  series  leads  to  the  con- 
clusion that  sulfathiazole,  sulfaguanidine,  and  se- 


rum from  previously  inoculated  individuals  are 

valueless  in  the  treatment  of  typhoid  fever. 

References 

1.  Bower,  A.  G. : Modern  Treatment  of  Typhoid  Fever, 
Mil.  Surgeon  83 : 70  (July)  1938. 

2.  Harries,  E.  H.  R.,  Swyer,  R.,  and  Thompson,  N. : Sul- 
phanilamide  in  Typhoid  Fever,  Lancet  1 : 1 321  (June 
10)  1939. 

3.  Cookson,  H.  and  Facey,  R.  V. : Value  of  Specific  Se- 
rum in  Treatment  of  Tvphoid  Fever,  Brit.  M.  J.  1 :1009 
(May  IS)  1937. 

4.  Robertson,  R.  C.  and  Yu,  H. : The  Serum  Treatment 
of  Typhoid  Fever,  Brit.  M.  J.  3961  : 1 1 38  (Dec.  5)  1936. 

5.  Felix,  A.:  Clinical  Trials  with  a New  Antityphoid  Se- 
rum, Lancet  5823  : 799  (Apr.  6)  1935. 


311 


v o our  many 
Physician  Friends 
in  Hawaii 


Instead  of  using  this  space  to 
tell  of  our  products,  we  are 
taking  this  opportunity  of  saying 

OUR  HEART 
OUR  HANDS 
ARE  WITH  YOU 


HOLLAND-RANTOS  CO.,  Inc. 

551  Fifth  Avenue  • New  York,  N Y. 


HAWAII  MEDICAL  JOURNAL 


Editorial  Director 
Lyle  G.  Phillips,  m.  d. 

Editor 

Harry  L.  Arnold,  Jr.,  m.  d. 

Secretary  and  Business  Manager : 
Elizabeth  D.  Bolles 


Associate  Editors: 

Mon  Fah  Chung,  m.  d. 
Francis  J.  Halford,  m.  d. 

H.  M.  Patterson,  m.  d.,  Hawaii 
K.  P.  Jones,  m.  d.,  Maui 
Samuel  R.  Wallis,  m.  d.,  Kauai 


EDITORIALS 


TYPHOID  FEVER  EPIDEMIC 

On  February  26,  1942,  9 children  in  Washing- 
ton Intermediate  School  in  Honolulu  developed 
symptoms  of  illness.  On  March  6th  these  were 
reported  to  the  Board  of  Health  as  being  suspici- 
ous of  typhoid  fever.  Because  of  the  obvious  com- 
mon denominator  (eating  in  the  school  cafeteria) 
and  the  fact  that  the  water  supply  has  not  for 
many  years  been  responsible  for  a local  case  of 
typhoid  fever,  a carrier  was  suspected ; the  sick 
students  were  all  isolated,  specimens  were  obtained 
from  all  the  food  handlers  in  the  cafeteria,  and  the 
cafeteria  was  closed. 

On  March  11th  the  carrier  and  one  active 
case  in  a food  handler  were  identified  and  isolated. 
It  was  learned  that  the  carrier  had  first  been  em- 
ployed in  the  cafeteria  on  February  16tb.  The 
following  week  the  carrier's  father  was  also  found 
to  be  a carrier.  By  the  end  of  the  second  week  in 
March,  58  cases  (in  addition  to  the  first  9)  had 
been  identified  and  isolated.  Many  of  these  were 
identified  through  visits  by  Board  of  Health  and 
l’.  S.  Army  nurses;  1,869  such  visits,  to  contacts 
with  known  cases  and  to  absentees  from  school, 
were  made — the  equivalent  of  full-time  duty  for 
2 nurses  for  a year.  Out  of  79  absentees  investi- 
gated. 8 were  discovered  to  have  typhoid  fever. 
In  the  fourth  week  of  the  epidemic  (the  third 
week  of  March)  only  9 cases  were  reported;  and 
in  the  fifth  week  only  2.  the  last  case  being  re- 
ported on  March  26th.  Of  the  74  of  these  cases 
connected  with  the  school.  57  were  hospitalized 
within  fourteen  days  or  less  after  the  onset  of  their 
symptoms.  Only  2 known  secondary  cases  de- 
veloped. 

One  girl  who  attended  the  school,  and  ate  in 
the  cafeteria,  on  only  the  16th,  17th,  18th  and  19th 


of  February,  was  admitted  to  Queen’s  Hospital  on 
March  18th  in  a moribund  condition,  and  was 
found  at  autopsy  on  March  21st  to  have  died  of 
typhoid  fever.  This  fixed  within  those  limits — 
because  she  spent  the  period  from  February  19th 
to  March  10th  in  the  Detention  Home — the  date 
of  her  infection  at  least.  Even  more  helpful  was 
the  discovery  that  the  average  absentee  list  of 
200  pupils  a day  had  included  at  least  a few  of 
the  cases  of  typhoid  fever  on  every  day  of  the 
seven  weeks’  period  in  question,  except  one : 
February  17th.  Every  case  of  typhoid  fever  had 
been  present  on  that  day,  and  on  no  other.  The 
carrier  was  known  to  have  helped  prepare  sand- 
wiches, but  the  exact  food  primarily  responsible 
for  the  infection  was  not  identifiable. 

Five  of  the  cases  were  isolated  in  St.  Francis 
Hospital,  10  at  the  Queen's  Hospital,  and  63  at 
the  U.  S.  Army  Provisional  Hospital  No.  3.  oc- 
cupying a part  of  the  Japanese  Hospital.  Else- 
where in  this  issue  appears  a preliminary  report 
of  studies  made  on  this  large  group  by  Captain 
Hoagland  and  his  staff.  Of  the  total  of  78  cases, 
5 died. 

Several  features  of  this  epidemic  recommend 
themselves  particularly  to  one’s  attention : Sel- 

dom, surely,  have  so  many  individuals  of  so  nearly 
the  same  age  (11  to  15,  with  2 exceptions)  and 
size  ingested  to  nearly  the  same  quantity  of  ty- 
phoid organisms  from  a single  known  source  at 
so  nearly  the  same  time ; and  seldom,  surely,  have 
so  many  so  nearly  identical  typhoid  fever  cases 
been  studied  at  the  same  time  by  so  unified 
a medical  staff  in  a single  hospital.  Seldom,  too, 
has  a Board  of  Health  investigator  been  able 
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to  interrupt  the  source  of  infection  in  a typhoid 
epidemic  on  the  day  the  first  cases  were  reported 
(for  the  cafeteria  was  closed  over  the  week-end) 
or  to  identify  the  carrier  responsible  for  the 
epidemic  within  5 days  after  the  first  cases  were 
reported.  Such  an  accomplishment  means  but  one 
thing:  prompt  action  and  hard,  painstaking  work 
hy  competent  men  and  women  in  the  employ  of, 
or  assisting,  the  Bureau  of  Communicable  Diseases 
of  our  Territorial  Board  of  Health.  Thanks  to 
them,  we  can  discuss  this  epidemic  as  an  inter- 
esting and  instructive  epidemiologic  and  clinical 
study  instead  of  a catastrophe. 

H.  L.  A.  Jr. 


VACCINATION:  WHOLESALE 

My  dear  Brennecke:  I have  had  your  letter  of 
March  31st  in  which  you  ask  the  simple  question, 
“Will  you  please  tell  me  what  the  accepted  intra- 
cutanous  typhoid  dose  is?”  I made  some  pencilled 
notes  for  my  answer,  but  before  I could  write, 
the  vaccine  “blitz"  hit  us  in  the  midriff.  The  peo- 
ple had  been  offered,  by  the  military  governor,  a 
three  weeks’  delay  during  which  private  physicians 
might  officially  vaccinate  them  before  vaccination 
became  compulsory,  and  free,  at  the  first  aid  sta- 
tions. The  members  of  the  Honolulu  Medical  So- 
ciety had  conceded  a reduction  of  their  fee 
schedule  to  a dollar  a poke  each,  for  typhoid  and 
smallpox,  a total  of  four  dollars,  the  Board  of 
Health  supplying  both  vaccines  gratis.  This  cer- 
tainly provided  an  opportunity  to  test  “state  medi- 
cine” beyond  the  wildest  dreams  that  Parran  ever 
had ; we  anticipated  that  only  the  idle  rich  would 
patronize  us,  while  the  great  middle  class  would 
go  for  the  free  vaccine  at  the  aid  stations. 

However,  we  missed  the  boat  again,  as  we  did 
before  December  the  7th  when  we  said  it  couldn’t 
happen  here.  For  three  weeks  we  squirted  vaccine 
all  day  and  shuffled  vaccination  registration  cards 
all  night.  It  was  a terrible  nightmare,  but  it  proved 
that  the  people  were  not  yet  ready  for  state  medi- 
cine; many  people,  some  with  families  of  six  or 
seven  who  obviously  could  ill  afford  the  fee, 
nevertheless  stood  there  patiently  in  line— as 
Dr.  Beck  of  your  own  island  said,  “All  humanity 
seems  reduced  to  cue  long  straight  line."  We 


Americans  here  in  Haw'aii  have  been  pretty  well 
regimented  by  now,  far  more  peacefully  than  I 
had  anticipated,  and  we  stand  in  a slowly  moving 
line  for  gasoline,  beefsteak,  liquor  permits,  finger- 
prints, gas  masks  and  all  that  quite  cheerfully,  but 
most  of  us  still  demand  the  right  to  choose  our 
own  doctor,  even  if  we  have  to  pay  for  it. 

So  that’s  the  reason  I didn’t  get  around  to  writ- 
ing you  until  now,  when  it  is  probably  too  late. 
You  probably  have  learned  from  experience — as 
we  did — some  of  the  lessons  of  wholesale  civilian 
vaccination. 

So  hack  to  your  question — “What’s  the  ac- 
cepted intradermal  typhoid  dose.”  What  do  you 
mean,  “accepted?”  Accepted  by  wTiom? 

.The  Army  officially  recognizes  only  one  means 
of  typhoid  vaccination : 3 subcutaneous  doses  of 

cc.,  1 cc.,  and  1 cc.  respectively.  The  interval 
between  doses  may  not  be  shorter  than  5 days  nor 
longer  than  10  days.  This  applies  to  the  initial 
vaccination,  as  well  as  repeated  vaccinations. 

The  Army,  here,  however,  recognizes  the  cer- 
tificates of  the  local  Board  of  Health. 

The  Board  of  Health  officially  simply  does  not 
ask  physicians  to  designate  the  route  used  in  giv- 
ing  typhoid  vaccine.  Unofficially  it  accepts  3 intra- 
dermal doses  of  vaccine,  spaced  as  above  for  time, 
of  0.1  cc.  each.  For  a while  they  advocated  the 
first  dose  as  0.1  cc.,  the  second  dose  as  0.15  cc. 
and  the  third  dose  as  0.2  cc.  0.2  cc.  is  rather  apt 
to  produce  local  necrobiosis — very  pretty  word, 
hut  not  so  pretty  on  the  patient’s  arm — so  we 
reverted  to  the  0.1  cc.  dosage  for  each  of  the  3. 
This  applies  to  the  initial,  as  well  as  to  the  re- 
vaccination. 

The  Navy,  so  I am  informed,  recognizes  1 dose 
of  0.1  cc.  intradermally  as  a “booster”  dose,  in 
previously  vaccinated  people ; for  initial  vaccina- 
tion it  recognizes  the  subcutaneous  army  method 
as  well  as  the  Board  of  Health  method  of  three 
intradermal  doses  of  0.1  cc.  each. 

What  the  Marine  corps  does,  I do  not  know. 
But  you  see  that  we  over  here  still  have  at  least 
relative  unanimity  of  opinion.  We  are  agreed  that 
vaccination  should  be  done! 

Aloha, 

Fennel 
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Settled  out  of  court  C Domestic  Relations) 


How  often  domestic  riffles  are  caused  by  endocrine  disorders  and 
settled  by  treatment  with  estrogenic  substances  only  the  attending 
physician  can  say.  However,  this  much  is  well  known.  The  irritability 
and  emotional  instability  so  often  accompanying  other  symptoms  of 
the  menopause  can  be  materially  relieved  in  many  cases  by  adminis- 
tering properly  adjusted  doses  of  suitable  estrogenic  preparations. 
• Three  facts  about  Estrone,  Abbott,  and  Estriol,  Abbott,  have  long 
given  physicians  assurance  of  the  suitability  of  these  products:  (1)  Both 
are  accepted  by  the  Council  on  Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association;  (2)  Both  are  obtained  from  natural  estro- 
genic sources;  and  (3)  Every  lot  of  every  dosage  form  is  double  tested 
for  uniformly  high  purity  and  potency  — tested  and  bio-assayed  not 
only  in  the  Abbott  control  laboratories,  but  also  in  the  laboratories 
of  the  St.  Louis  University  School  of  Medicine.  • By  specifying  Abbott 
on  your  prescriptions  and  orders  for  estrogenic  preparations  these 
assurances  can  be  yours!  Abbott  Laboratories,  North  Chicago,  Illinois. 


Estrone,  Abbott  ^ Estriol,  Abbott 
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1934 

1936 

1937 

1938 
1938 

1938 

1939 


Ascorbic  Acid  Merck  ( U.S.P .)  was  made 
available  by  Merck  & Co.  Inc. 

Vitamin  Bi  was  synthesized  in  the  Merck 
Research  Laboratories. 

Thiamine  Hydrochloride  Merck  ( U.S . P. ) 
was  made  available  in  commercial 
quantities. 

Nicotinic  Acid  Merck  (U.S.P.)  and 
Nicotinic  Acid  Amide  Merck  were  made 
commercially  available. 

Riboflavin  Merck  was  the  second  pure 
crystalline  vitamin  to  reach  commercial 
production  during  that  year. 

Alpha-Tocopherol  (Vitamin  E ) was 
identified  and  synthesized  by  Merck 
chemists  and  their  collaborators  in  other 
laboratories. 

Vitamin  Be  was  synthesized  in  the  Merck 
Research  Laboratories. 
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auxme  nyarocnionae)  ac 
m commercial  quantities. 

Alpha-Tocopherol  Merck  (Vitamin  E) 
was  made  commercially  available. 

Vitamin  K,  (2-Methyl-3-Phytyl-l,  4. 
Naphthoquinone  Merck ) was  made  com- 
mercially available. 

2-Methyl-l,  4-Naphthoquinone  Merck, 
( Menadione ) a pure  chemical  having 
marked  Vitamin  K activity,  became 
available  in  commercial  quantities. 

Pantothenic  Acid,  member  of  the  Vita- 
min B Complex,  was  identified  and  syn- 
thesized by  Merck  chemists  and  their 
collaborators  in  other  laboratories. 

Calcium  Pantothenate  Dextrorotatory,  a 
physiologically  active  form  of  Pantothenic 
Acid,  was  made  commercially  available 
by  Merck  & Co.  Inc. 


Discoveries  and  advances  in  the  vitamin  field  made  by 
Merck  chemists  and  their  collaborators  indicate  the 
leading  role  played  by  Merck  & Co.  Inc.  as  manufacturers  of 
these  therapeutically  important  substances. 

Merck  & Co.  Inc.  manufactures  all  of  the  vitamins  which  are 
now  commercially  available  in  pure  form,  with  the  exception 
of  vitamins  A and  D.  Literature  on  the  vitamins  listed  above 
will  be  mailed  on  request. 
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PROGRESS  IN  INTERNAL  MEDICINE 


SHOCK 

The  syndrome  of  shock  is  of  importance  to  all 
physicians  at  all  times,  and  the  present  heightened 
interest  in  traumatic  shock  is  likely  to  continue 
for  an  indefinite  period.  The  surgeon  and  the 
internist  see,  in  this  disorder,  similar  clinical  pic- 
tures occurring  under  quite  dissimilar  circum- 
stances. Until  recently  a number  of  modifying 
terms  have  been  applied  to  it,  such  as  “surgical'', 
"traumatic”,  “wound”,  “toxemic”  and  “medical"; 
and  a still  greater  number  of  theories  have  been 
presented  to  explain  the  occurrence  of  one  or  an- 
other of  these  forms  of  shock.  A recent  article  by 
V.  H.  Moon  (The  Vascular  and  Cellular  Dyna- 
mics of  Shock.  Am.  J.  Med.  Sci.  203:1  [Jan.] 
1942)  brings  the  whole  clinical  picture  of  shock, 
its  variable  etiology,  its  physiological  explanation, 
and  its  accompanying  pathological  changes,  into 
clear  relief.  It  is  well  worth  the  study  of  every 
practitioner  of  medicine. 

Etiology 

Dr.  Moon's  thesis  is  that  shock  is  circulatory 
failure  of  capillary  origin.  It  may  occur  after  se- 
vere traumatic  injury,  prolonged  or  complicated 
surgical  procedures,  or  extensive  burns  of  the 
skin.  It  occurs  also  incidental  to  abdominal  emer- 
gencies such  as  strangulation,  perforation,  intesti- 
nal infarction,  or  pancreatitis,  and  is  seen  in  in- 
toxications, infections  of  unusual  severity,  serum 
disease,  and  in  acute  poisoning  of  diverse  kinds. 
The  same  syndrome  may  be  produced  experi- 
mentally by  trauma,  intestinal  manipulation,  burns, 
and  by  tissue  abuse  in  animals,  or  by  injection  of 
various  capillary  poisons,  such  as  alkaloids,  diph- 
theria toxin,  tuberculin  and  other  bacterial  prod- 
ucts, foreign  proteins  and  products  of  protein 
cleavage,  histamine,  bile  and  cholic  salts,  venoms, 
and  many  drugs,  chemicals  and  poisons. 

Pathogenesis 

1 hese  conditions  and  substances  have  one  com- 
mon effect,  that  of  producing  relaxation  of  capil- 
laries and  venules  and  increased  permeability  of 
capillary  endothelium.  There  is  caused  thereby 
leakage  of  the  plasma  through  the  capillary  wall, 
lowering-  the  total  blood  volume.  Yet.  at  the  same 
time,  there  is  increased  volume  capacity  of  the 


vascular  bed  due  to  the  dilatation  of  venules  and 
capillaries.  Thus  there  occurs  a disparity  between 
volume  of  blood  and  volume  capacity  of  the  vas- 
cular bed,  which,  if  marked,  impairs  the  systemic 
circulation.  There  is  reduced  delivery  of  oxygen 
to  tissues  and  anoxemia  results.  This  tissue  anox- 
emia further  increases  capillary  atony.  Thus  is 
set  up  a vicious  circle  of  progressive  pathological 
changes. 

Activation  of  the  sympatho-adrenal  system 
compensates  for  a time  by  stimulation  of  myocar- 
dium. mobilization  of  glucose  from  liver,  contrac- 
tion of  peripheral  arteries  and  discharge  of  red 
filood  cells  from  the  spleen  and  other  reservoir^. 
If  compensation  is  inadequate,  there  is  a decline 
in  blood  pressure,  the  circulatory  deficiency  be- 
comes manifest  clinically  and  parenchymatous 
organs  undergo  morbid  changes  which  may  be 
irreparable. 

Pathology 

The  pathological  changes  described  as  charac- 
teristic by  the  author  are:  dilatation  and  engorge- 
ment of  capillaries  and  venules  of  viscera  (liver, 
kidneys,  gastrointestinal  mucosae,  lungs,  and  of 
the  serosae),  petechial  hemorrhages  in  these  tis- 
sues, in  the  meninges,  and  occasionally  in  the 
brain ; edema  of  the  soft  tissues,  and  effusions  in 
the  serous  cavities  if  death  is  somewhat  delayed; 
and  acute  granular  degeneration,  often  with  focal 
necrosis,  in  parenchymatous  organs. 

Pathologic  Physiology:  Experimental  Shock 

Dr.  Moon  discusses  the  confusion  existing  in 
regard  to  experimental  shock — due  not  only  to 
attempts  to  differentiate  traumatic  and  toxic  shock, 
but  also  to  inadequate  differentiation  between  the 
effects  of  hemorrhage  (and  of  anesthesia  in  ex- 
perimental animals)  and  shock.  The  similarities 
between  shock  and  the  effects  of  hemorrhage  in- 
clude sympatho-adrenal  manifestations  such  as 
stimulation  of  myocardium,  vasoconstriction,  cold 
extremities,  low  temperature,  increased  blood  su- 
gar, dilated  pupils,  and  perspiration ; they  also 
manifest,  in  common,  decreased  alkaline  reserve, 
decreased  serum  protein,  increased  respiratory 
rate,  thirst,  decline  of  blood  pressure,  and  finally 
death  due  to  inadequate  circulatory  function. 
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Shock,  however,  manifests  the  following  physio- 
logical changes  which  do  not  occur  in  association 
with  hemorrhage:  increased  flow  of  lymph  and 
tissue  fluid,  disturbed  fluid  balance,  progressive 
pulmonary  edema,  impaired  absorption  from  gas- 
trointestinal tract  and  from  tissue,  vomiting,  and 
frequently  diarrhea.  The  most  important  differ- 


cated  hy  the  existence  of  other  factors  which  ag- 
gravate the  condition ; neurogenic  factors,  hemor- 
rhage, myocardial  inefficiency,  or  overactivity  of 
the  sympatho-adrenal  system.  The  interrelation- 
ship of  these  factors  in  the  pathologic  physiology 
of  shock  is  clearly  presented  in  the  accompanying 
diagram,  taken  from  the  paper. 


The  Relationship  of  Various  Factors  in  the  Pathologic  Physiology  of 
Shock.  The  Reciprocal  Effects  OF  Capillary  Atony  and  Tissue  Anoxia  GIVE  THIS 
Mechanism  the  Self  Perpetuating  Quality  of  a Vicious  Circle. 
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AGENTS  or  conditions 
INJURIOUS  TO  CAPILLARIES— 


Clinical 

Trauma,  burns 

Surgery 

Intoxications 

Metabolic 

Bacterial 

Drugs 

Poisons 

Pregnancy 

Prolonged  labor 
Intoxication 

Abdominal 

Obstructions 

Perforations 

Pancreatitis 

Peritonitis 

Thrombosis 

Serum  sickness 


Neurologic  lesions 
Emotional  reactions 
Heat  stroke!?) 


CAPILLARY  ATONY' 


Experimental 
Trauma,  burns 
Tissue  pulp 

Muscle,  liver,  etc. 
Tissue  extracts 
Peptone,  histamine 
Venoms 

Bacterial  toxins 
Other  products 
Bile,  cholic  salts 
Emetine,  other  drugs 
HgC’h,  iodine,  arsenic 
Narcotics 

Barbiturates,  etc. 
Intestinal 

Strangulation 

Manipulation 

Anaphylaxis 

Irradiation 

Roentgen 


7 
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PATHOLOOIC  EFFECTS 


REDUCED 
BLOOD  VOLUME 


REDUCED 
VOLUME  FLOW 


TISSUE  ANOXIA 


REDUCED  DELIVERY 
OF  OXYUEN 


ASPfl  YX  1 A 
All  causes 


Permeability 
Deranged  fluid  balance 
Hemoconcentration 
Congestion 
Petechia; 

Stasis 

Edema 

Effusions 

HEMORRHAOE 


-Loss  of  fluid 


CARDIAC  INEFFICIENCY' 


Myocardial 

Coronary  occlusion 
Endocardial 
Valvular 
Functional 
Heart  block 

CIRCULATORY'  OBSTRUCTION 


Arterial,  venous 
sYM  PATHO-ADREN  a l 


Hyperactivity 

Epinephrin 


ences  occur  in  the  blood : whereas  hemoglobin, 
red  blood  cells,  and  certain  salts  are  decreased  in 
hemorrhage,  in  shock  they  are  increased.  Hemo- 
concentration is,  then,  the  most  important  differ- 
ential point. 


Dr.  Moon’s  definition  of  shock  is  an  excellent 
one  to  memorize  — “Shock  is  a form  of  circula- 
tory failure,  not  central  hut  peripheral  in  origin, 
characterized  by  decreased  blood  volume,  de- 
creased volume  flow  and  hemoconcentration.” 


Clinical  Shock 

The  clinical  picture  of  shock  may  be  compli- 


S.  E.  Doolittle,  m.d. 
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Eye-witness  Reports 


DOCTORS  who  have  tested  Philip  Morris  on 
their  own  patients  . . . and  made  their 
own  observations  . . . are  the  best  friends  Philip 
Morris  has. 

It  is  one  thing  to  read  results  in  a published  re- 
search. Quite  another  to  see  with  your  own  eyes 
how  irritation  of  the  nose  and  throat  due  to 
smoking  diminishes  on  changing  to  Philip  Morris. 
May  we  suggest  that  you  make  your  own  tests? 


Philip  Morris 

PHILIP  MORRIS  & CO..  LTD.,  INC. 

119  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 
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LATEST 

TRANSFUSION  AIDS 


For  intravenous  therapy  that  is 


Entirely  dosed  vacuum 
transfusion  system 
simplified  by  Cutter 
Saftivalve  and  Saftivac. 


Illustrating  how  flask  is 
supported  and  rate  ot  flow  controlled 
with  one  hand.  Note:  no  acute  angles 
to  slow  up  blood  flow,  nor  inaccessi- 
ble constricted  orifices  to  cause  clotting. 


Human  Serum  and 
Human  Plasma  in  Cutter 
Saftiflasks  . . . emergency 
substitute  for  transfusion. 


A "blood  bank”  for  every  hospital. 
No  typing  or  cross-matching  required. 
Simply  remove  cap,  insert  connecting 
tube  of  your  injection  outfit  and  start 
injection.  In  250  c.c.  Cutter  Saftiflasks 
and  50  c.c.  bottles. 


smooth— free  from  confusion— safer 


because  of  the  Saftiflask's  complete 


simplicity. 


Hanging  device  out 
of  your  way  until 
needed. 


Flask  hangs  straight. 
Contents  delivered 
are  accurately  read 
at  a glance. 


Air  tube  always  in 
place,  assuring  quick 
starting,  steady  flow. 
No  gadgets  to  as- 
semble, sterilize  and 
screw  on. 


Vacuum  sealed.  The 
presence  of  a vacu- 
um says  solution  is 
as  pure  as  when  it 
left  the  laboratory. 


Just  plug  in 
your  injection 
tubing.  . . . No 
loose  parts  to 
wash,  sterilize 
and  assemble. 
No  involved 
techniquewith 
resultant  mul- 
tiple sterility 
hazards. 


For  safety,  insist  on  dextrose  and 
other  solutions  "in  Saftiflasks 


CUTTER  JCobcmiiarLes 

BERKELEY  - CHICAGO  • NEW  YORK 

Seattle  • Let  Angeles  • New  Orleans  • Ft.  Worth  • San  Antonie  • Denver 
One  of  America's  oldest  biological  laboratories 


RECENT  ADVANCES  IN  SURGERY 


AN  ORTHOPEDIST  GROWS  UP, 
or, 

The  bowlegs  and  pigeon  toes  and  the  knock- 
knees  and  pronated  feet  of  childhood  are  prob- 
lems in  physiology,  not  pathology. 

One  hot  California  summer  day,  nearly  half  a 
century  ago,  two  small  boys  stood  in  the  dust  under 
a peach  tree  munching  peaches  and  arguing  about 
their  feet.  One  of  them  had  observed  that  their 
footprints  were  unlike.  One  boy’s  looked  like  mis- 
shapen pancakes  with  five  little  drippings  on  one 
end.  The  other’s  had  five  toe  marks,  a ball,  a heel, 
and  a slender  connection  along  the  outer  side. 
Each  contended  his  feet  were  the  right  kind  ; each 
asserted  that  his  feet  gave  him  no  trouble. 

The  argument  unsettled,  each  grew  his  un- 
treated way  to  manhood.  The  boy  with  the  pancake 
feet  became  a medical  student.  On  a vacation  swim 
he  consciously  saw  for  the  first  time  in  a score  of 
years  that  his  footprints  had  now  become  like  his 
boyhood  chum’s. 

As  an  interne  he  saw  many  rachitic  legs — 
bowed,  knocked,  and  twisted — whose  metaphyseal 
areas  looked  like  ragged  cups. 

As  a nursery  school  examiner  at  the  University 
of  California  in  Los  Angeles  he  saw  children  from 
superior  homes.  All  of  them  were  knock-kneed  and 
flat-footed.  He  observed  that  usually  the  left  knee 
was  more  knocked  than  the  right,  save  in  a left- 
handed  child. 

A neighbor’s  toddler  was  terribly  bow-legged 
and  pigeon-toed.  He  followed  the  masters  in  ad- 
vising bendings  and  twists,  but  the  family  was 
shiftless  and  did  nothing — and  a year  later  the 
legs  were  straight. 

A small  son  crept  into  the  doctor’s  home.  He 
toe  had  pancake  feet  and  terrible  knock-knees.  The 
pediatrician  stormed  at  him  because  the  legs  were 
such  a terrible  advertisement  for  a “straight-child” 
doctor.  But  the  doctor  had  begun  to  believe  that 
perhaps  the  condition  was  physiological,  not  patho- 
logical. He  remembered  himself,  and  refused  to  do 
anything.  As  the  boy  grew  towards  puberty  the 
legs  became  straight  and  the  feet  developed  their 
arches. 

He  had  observed  that  the  knees  of  these  chil- 
dren were  loose  and  literally  knocked  as  they  wob- 
bled back  and  forth.  In  the  knock-knees  the  loose- 
ness was  on  the  inner  side,  in  the  bowlegs  it  was 


on  the  outer  side ; he  presumed  it  was  capsular 
looseness. 

Then  he  observed  that  by  everting  the  heels  of 
the  knock-kneed  the  knocking  was  decreased, 
while  by  forcibly  Inverting  the  heels  of  the  bow- 
legged,  the  bowed  legs  were  made  straight.  Only 
the  gastrocnemius  crosses  both  these  joints.  So, 
then,  the  deformities  were  caused  not  by  relaxed 
ligaments  but  by  a lack  of  muscle  tone  in  one  or 
the  other  of  the  heads  of  the  gastrocnemius. 

Muscle  tone  is,  physiologically  speaking,  pos- 
tural tone.  It  is  an  acquired  characteristic,  as  we 
all  know  from  watching  a child  develop.  It  now 
appears  that  it  may  not  appear  in  all  parts  of  a 
several-headed  muscle  simultaneously. 

If  the  hypothesis  we  have  developed  is  true,  it 
follows  that  if  a bow-leg  is  corrected  by  osteotomy 
when  the  lesion  is  not  bony  but  physiological,  then, 
as  the  physiology  takes  up  its  normal  place,  the 
deformities  should  be  reversed  and  be  bony  in 
character.  Such  actually  occurs. 

To  this  picture  (and  apart  from  rickets)  I have 
seen  certain  exceptions.  Three  pre-adolescent  boys 
have  straight  legs  but  markedly  everted  heels  and 
total  absence  of  the  so-called  arch.  X-rays  of  the 
weight-bearing  feet  show  that  the  axis  of  the  os 
calcis  parallels  the  floor,  the  talus  points  nearly 
straight  down  and  the  scaphoid  is  displaced  dor- 
sally.  If  one  turns  the  heel  into  its  normal  position 
the  great  toe  and  first  metatarsal  lie  completely 
away  from  the  floor  and  the  fifth  metatarsal  paral- 
lels the  floor.  In  other  words,  these  feet  are  essen- 
tially not  pronated  feet  but  supinated  feet. 

Then  there  is  the  sexual  difference.  A bow- 
legged  woman  is  a freak,  for  most  women  are 
knock-kneed.  Conversely,  most  boys  and  men  are 
slightly  bow-legged. 

In  short,  natural,  normal  babies  tend  to  be 
bow-legged  and  pigeon-toed,  natural  pre-school 
children  tend  to  be  knock-kneed  and  flat-footed, 
and  natural  pre-adolescent  children  tend  to  be 
straight-legged  and  normal-footed.  Adult  women 
normally  tend  to  be  slightly  knock-kneed  and 
normal  men  slightly  bow-legged. 

If,  then,  life  is  as  I have  observed  it,  corrective 
heels,  “orange  peel”  pads,  plates  and  surgical  in- 
terference are  utterly  unnecessary.  Orthopedists 
and  doctors  generally  should  let  nature  do  her 
work. 

Steele  F.  Stewart,  m.d. 
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vasoconstrictor 
circulatory  stimulant 


hemostatic 

resuscitant 


THE  HORMONE  THAT  DOCTORS 
FORGET  IS  A HORMONE 


Keproduced  from  the  1833  edition  ot 
"Anatomy  of  the  Human  Body"  at 
drawn  by  the  matter  artltt-anatomltt 
and  turgeon.  Sir  Chariot  Bell.  He  deplctt 
the  "Scheme  of  the  Arterial  Syitem." 
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Although  Adrenalin*  was  the  first  hormone  to 
be  isolated  in  pure  form,  it  is  seldom  used  to 
relieve  hormone  deficiency.  Its  many  common 
and  important  uses  based  on  its  characteristic 
actions — as  a vasoconstrictor,  circulatory  stimu- 
lant, and  hemostatic — have  tended  to  obscure 
its  endocrine  origin. 

Injected  hypodermically,  Adrenalin  is  one  of 
the  best  and  probably  the  most  widely  used 
of  agents  for  rapid  relief  from  asthmatic  par- 
oxysms. Applied  locally,  it  is  of  value  in 
hemorrhage  of  accessible  mucous  membrane 
areas . . . Adrenalin  (Epinephrine  U.S.P.)  finds 
favor  in  the  prevention  and  treatment  of 
allergic  reactions  due  to  injection  of  bio- 
logicals  or  arsenicals. 

Adrenalin  is  the  pure,  natural,  100%  active 
hormone  of  the  adrenal  medulla.  Adrenalin  is 
produced  solely  by  Parke,  Davis  & Company. 

When  a crisis  occurs,  use  Adrenalin. 

*T»ADE  HARK  RE6.  U.  S.  PAT.  Off. 


ADRENALIN  CHLORIDE  SOLUTION 
1:1000 

A product  of  modern  research  offered  to  the 
medical  profession  by 

PARKE , DAVIS  & COMPANY 
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CLINIC0-PATH0L06IC  COMMENT 


SULFONAMIDE  DETERMINATIONS: 

A POTENTIAL  SOURCE  OF  ERROR 

Prompted  by  an  observation  made  by  Dr. 
Palma1,  we  performed  the  following  little  experi- 
ment. To  some  pooled  human  serum,  we  added 
sulfadiazine  to  an  approximate  concentration  of 
2.5  mgm.  per  cent.  Of  this,  four  2 cc.  samples 
were  removed ; one  was  untreated,  to  one  1 drop 
of  a V/  solution  of  Novocaine  was  added;  to  one, 
2 drops  were  added;  to  one  5 drops  were  added. 
'1'hese  samples  were  then  tested  in  the  usual  fash- 
ion, as  for  blood  concentration.  They  gave,  res- 
pectively, the  following  readings  in  mgms.  per 
100  cc. : 2.5  ; 15.0;  26.5  ; 55.0.  The  lesson  and  the 
precautions  to  he  taken  are  obvious. 


SMALLPOX  VACCINATIONS 

We  have  learned  some  lessons  in  this  vaccine 
“blitz”  episode.  As  to  smallpox:  the  hatch  of  vac- 
cine we  had  down  here  was  certainly  potent,  which 
speaks  well  for  shipping  facilities.  Smallpox  vac- 
cine deteriorates  rapidly  at  higher  temperatures, 
and  particularly  at  fluctuating  temperatures.  It 
should  he  kept  under  5 C.  and  can’t  he  kept  too 
cold  ; in  other  words,  freezing  it  is  probably  the 
best  method  of  preservation.  Each  capillary  tube 
is  supposed  to  have  enough  for  1 vaccination  ; hut 
we  got  from  2 to  6 out  of  every  one.  It  takes 
onlv  the  tiniest  drop  of  a potent  vaccine  to  get  a 
take.  A needle  point  pressed  through  the  epider- 
mis within  the  drop  of  vaccine  is  sufficient.  It  is 
rather  important  not  to  get  multiple  needle- 
penetrations  farther  apart  than  one  millimeter:  if 
these  microscopic  pukas * are  farther  apart,  a pretty 
sore  arm  may  result.  Secondary  infections  were 
quite  rare.  It  was  interesting  to  see  how  the 
immune  reactions  the  accelerated  reactions,  and 
the  primary  reactions  were  distributed.  Practical- 
lv  all  people  under  20  had  immune  reactions ; those 
people  between  20  and  40  years  of  age  could  he 
divided  into  the  local,  or  kamaainas.  and  the  mali- 
hinis,  newcomers  to  the  Island.  The  local  people 

1 Palma.  J..  and  Smallwood,  W.  C.:  The  Sulfonamides,  Pint.  Staff 
Meet..  Tin-  Clinic  8:  2.1  (May)  1942. 

‘ pi 1 1: as:  Hawaiian  for  holes. 


almost  all  had  been  vaccinated  upon  entry  into 
school,  and  presented  either  immune  or  accelerated 
reactions,  hut  many  of  the  malihinis  came  from 
California,  where  they  had  not  placed  enough  em- 
phasis upon  vaccination  on  entry  into  schools,  be- 
cause of  Christian  Science  and  other  cults ; so  that 
in  this  group  of  young  adults  there  were  many 
primary  “takes”.  It  was  in  this  group  that  I anti- 
cipated some  cases  of  post-vaccinal  encephalitis, 
hut  happily  my  fears  were  not  justified.  In  the 
adults  over  45  we  had  almost  95r/r  primary  takes, 
except  in  that  group  of  elderly  Japanese  more  re- 
cently vaccinated  upon  their  arrival  in  Hawaii. 

Several  cases  that  had  had  smallpox  many  years 
ago  and  bore  unmistakeable  scars  showed  primary 
takes,  which  means  that  we  must  somewhat  change 
our  ideas  on  the  duration  of  immunity  following 
smallpox.  It  certainly  is  not  for  life,  and,  by  in- 
ference, we  probably  must  also  change  our  attitude 
toward  immunity  in  typhoid  and  other  diseases. 

In  the  beginning  we  were  somewhat  hazy  on 
what  the  contraindications  for  smallpox  vaccina- 
tion should  he  besides  the  very  obvious  things  such 
as  acute  illness.  A general  dermatitis,  eczema  for 
example,  should  he  considered  a rigid  contraindi- 
cation. Not  only  should  these  individuals,  parti- 
cularly if  they  are  children,  he  excused  from  small- 
pox vaccination,  hut  so  should  all  of  their  siblings, 
lest  there  he  an  accidental  vaccination  of  these  chil- 
dren in  the  home.  However,  any  skin  abnormality, 
with  a break  in  the  skin,  is  at  least  a temporary 
contraindication  for  smallpox  vaccination. 


TYPHOID  VACCINATIONS 

It  reallv  is  a pity  that  there  were  so  many 
methods  of  typhoid  inoculation  used : some  day 
when  a mass  study  is  made  of  the  results  there  will 
lie  a hodge-podge  because  the  method  of  vaccina- 
tion in  an  individual  case  is  unknown.  Does  intra- 
dermal  vaccination  really  protect?  This  is  a ques- 
tion which  time  alone  will  answer. 

In  marked  contrast  are  my  two  experiences 
with  typhoid  vaccination  : my  first  one  in  Round  I 
of  the  World  War,  and  my  second  one  in  this 
Round  II  of  the  World  War.  In  the  first  one  we 
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used  the  vaccine  made  from  the  Rawlings  strain 
of  typhoid  bacillus  (which  I suspect  never  was  a 
real  typhoid  bacillus)  which  Colonel  F.  F.  Russell 
had  inherited  from  the  British.  Its  antigenic  value 
probably  was  rather  low.  However,  subcutaneous 
vaccination  in  the  Boer  War  and  in  our  own  1917- 
1918  episode  proved  it  of  value.  The  Mexican 
Border  incident  added  para  A and  para  B to  the 
vaccine,  and  also  a lot  of  toxicity.  In  the  beginning 
of  that  first  episode  straight  typhoid  vaccine  was 
used.  Subsequently  para  A and  para  B were  al- 
ternated with  the  straight  typhoid.  Subsequent  to 
that,  the  typhoids  para  A and  para  B were  com- 
bined to  make  the  triple  typhoid  vaccine,  and  it 
was  administered  in  .5  cc.,  1 cc.  and  1 cc.  doses 
subcutaneously.  Soldiers  and  their  vaccination 
registers  were  forever  being  separated,  and  that 
seriously  delayed  embarcation.  There  was  then 
developed,  and  adopted,  a lipo-vaccine,  with  the 
bacterial  content  of  the  three  doses  of  saline  vac- 
cine— and  even  more — dried,  pulverized  and  sus- 
pended in  cottonseed  oil.  The  soldier  was  given 
the  one  shot  and  sent  on  his  way  rejoicing  (?). 
This  method  was  discarded  after  the  War  because 
the  sterility  of  the  oil  could  not  be  controlled.  A 
number  of  years  later  the  Army  used  only  typhoid 
vaccine,  having  discarded  the  A and  B.  When  the 
Army  Medical  Corps  anticipated  service  in  foreign 
countries,  die  A and  B were  again  used. 

In  the  meanwhile,  however,  a new  strain  of 
typhoid  bacillus,  known  as  the  Boxill  strain,  had 
been  discovered.  It  has  unusually  high  antigenic 
value.  Of  the  para  A and  B cultures  I know  less. 
In  the  old  days,  when  we  were  testing  out  in  the 
laboratory  the  efficacy  of  the  Rawlings  strain  for 
typhoid,  and  the  A and  B’s  that  were  used  at  that 
time,  we  had  rather  crude  methods  of  examina- 
tion, but  we  used  all  that  were  available.  The  ani- 
mals and  men  that  were  under  experiment  were 
tested  by  agglutination,  complement  fixation  and 
opsonic  index.  Animals  were,  used  only  to  control 
the  toxicity  of  the  vaccine.  In  our  agglutination 
reaction  we  made  an  efifort  to  standardize  the  ag- 
glutinable  culture,  but  we  had  never  heard  of  O 
agglutinins,  or  H agglutinins,  or  O antigens  or  H 
antigens,  and  we  certainly  had  not  dreamed  of  Vi 
antigens.  The  agglutination  reaction,  in  measuring 
the  immunity  produced  in  an  individual  is  very 
much  like  tickling  a flea  in  the  ribs  with  a tele- 
graph pole:  rather  crude.  This  new  vaccine  strain, 
the  Boxill  strain,  apparently  has  a large  amount 
of  somatic  and  flagellar  agglutinins,  that  is,  O and 
H ; and  in  addition  to  that,  because  the  vaccine 
seed  is  frequently  put  through  animals,  it  has  a 


high  Vi  antigen.  That  probably  is  the  most  im- 
portant part  of  the  vaccine  strain.  I have  made 
triple  typhoid  vaccine  here  with  this  Boxill  strain, 
and  in  testing  out  the  toxicity  of  my  completed 
vaccine  in  the  rabbit,  have  found  the  rabbit  to 
respond  with  tremendously  high  titers  to  subcu- 
taneous inoculation  and  to  almost  unbelievable 
titers  after  intravenous  inoculations.  All  of  this 
leads  me  to  believe  that  the  use  of  the  present  vac- 
cine is  going  to  he  highly  efficacious,  not  only  be- 
cause of  the  high  antigenic  value  of  the  organism 
used,  but  ako  because  I have  always  been  con: 
vinced  that  the  histiocytic  system  is  the  producer 
of  antibodies,  and  that  the  cutaneous  tissues,  being 
loaded  with  histiocytes,  are  the  ideal  place  to  put 
the  vaccine.  Personally  I think  that  all  vaccines 
are  best  administered  intradermally.  We  are  get- 
ting away  from  the  thought  of  total  bacterial  sub- 
stance, diffused  in  the  whole  body,  and  leaning 
toward  the  thought  of  concentrated  antigen  in 
contact  with  the  maximum  number  of  cells  of 
maximum  antibody  producing  capacity. 

Today  our  laboratory  experiments,  measuring 
immunity  produced,  use  fined  tools  for  the  work. 
With  ihe  advent  of  this  highly  virulent  strain  of 
typhoid  bacillus,  plus  the  use  of  mucin  to  make 
the  intraperitoneal  inoculations  in  mice,  we  have 
a protection  experiment  that  is  probably  a highly 
accurate  measure  of  immunity.  A number  of  re- 
cent publications  have  pretty  clearly  established 
the  fact  that  intradermal  vaccination  with  moderate 
doses  produces  quite  as  much  immunity  as  the 
more  toxic  subcutaneous  vaccinations.  And  these 
reports  further  indicate  that  the  time  factor  be- 
tween the  doses  is  of  relatively  little  importance. 
In  other  words,  5 days’,  10  days’  or  even  30  days’ 
lapse  between  doses  makes  no  appreciable  differ- 
ence in  the  final  outcome  of  immunity.  I am  very 
sanguine  about  the  ultimate  outcome  of  this  wide- 
spread intradermal  inoculation  in  Hawaii. 


CULTURES  IN  THE  FACE  OF 
SULFA  COMPOUNDS 

With  the  widespread,  almos,t  universal,  use  of 
the  sulfa  drugs,  the  bacteriostatic  properties  of 
these  drugs  must  most  seriously  be  taken  into  con- 
sideration .in  culturing  blood  or  tissue  fluids  of 
patients  receiving  them.  Janeway  advocated  the 
addition  of  />-amino-benzoic  acid  to  the  culture 
media  in  such  cases.  We  have  routinely  been  add- 
ing this  chemical  to  all  our  culture  media  in  a 
concentration  of  7 mgm.  per  cent,  and  we  get 
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the  impression  that  it  greatly  enhances  bacterial 
growth,  even  where  sulfa  drugs  are  not  concerned. 
This  we  have  noted,  both  with  Brewer’s  medium 
and  with  the  new  transparent  chocolate  agar,  men- 
tioned in  a previous  issue.  More  recently  it  has 
been  said  that  procaine  in  similar  concentrations 
may  be  substituted.  That  seems  quite  logical,  since 
/>-amino-benzoic  acid  forms  the  basis  of  various 
local  anesthetics,  e.g. ; novoaine  and  stovaine.  We 
are  so  satisfied  with  /’-amino-benzoic  acid,  that  we 
shall  not  experiment  with  procaine.  We  have  been 
using  the  Eastman  P14  (Practical)  form  of  this 
chemical,  and  we  suspect  that  possibly  some  of 
the  allied  impurities  it  may  contain  also  act  as  an 
accelerator  of  bacterial  growth.  So  wre  shall  not 
change  to  procaine  unless  we  run  out  of  the  acid — 
which  is  unlikely,  since  200  grams  go  a long  way 
when  only  7 mgm.  per  cent  is  desired. 

This  may  be  analogous  to  Sabouraud's  medium. 
It  is  generally  felt  by  mycologists  that  for  pre- 
paring Sabouraud’s  maltose  agar,  pure  maltose 
and  American  peptones  are  not  a satisfactory  sub- 
stitute for  Chassaing’s  peptone  and  Chanut’s  crude 
maltose,  very  likely  because  of  impurities  present 
in  the  latter.  Our  own  experience  tends  to  confirm 
their  opinion. 

The  use  of  /^-amino-benzoic  acid  in  culturing 
organisms  in  the  presence  of  sulfa  drugs  has 
opened  up  some  new  avenues  of  investigating  the 
mode  of  action  of  these  drugs.  It  is  held  that  bac- 
teria must  have  or  make  /’-amino-benzoic  acid  for 
growth,  and  that  the  sulfa  drugs  inhibit  this  capa- 
city for  manufacturing  the  acid.  No  doubt  much 


interesting  work  will  be  published  on  this  subject 
in  the  near  future. 


TRANSPARENT  CHOCOLATE  AGAR 

We  have  tried  the  new  transparent  chocolate 
agar,  and  found  it  good  beyond  expectations,  in 
growing  and  identifying  gonococci.  We  make  it 
in  200  cc.  lots,  as  follows : 

Make  up  200  cc.  Difco  Proteose  #3  Agar,  to  which 
is  added  0.2  grams  of  soluble  starch  and  15  mgm.  of 
/>-amino-benzoic  acid.  This  is  placed  in  a 250  cc.  centri- 
fuge bottle  and  autoclaved.  Thereafter  it  is  placed  in  the 
56  C water  bath.  When  it  has  cooled  to  that  temperature, 
10  cc.  of  citrated  human  blood  (sterile)  is  added.  The 
contents  are  mixed  and  the  bottle  is  brought  to  85  C in 
a water  bath,  and  held  there  about  eight  to  ten  minutes. 
It  is  then  centrifuged  at  about  2000  RPM  for  about  five 
minutes,  when  the  clear,  supernatant  medium  is  decanted 
into  the  sterile  dispenser.  We  dispense  into  sterile  flat- 
sided “Ovals” — 2-ounce  medicine  bottles.  The  bakelite 
screw  caps  have  a 5 mm.  perforation,  and  the  paper  inner 
liner  has  been  replaced  by  a rubber  one  cut  from  inner 
tubing,  so  that,  with  a hypo  needle,  the  air  may  be  with- 
drawn and  replaced  by  a mixture  of  10%  C02  in  air. 

This  new  medium  gives  excellent  visibility  of 
the  “dew-drop’’  colonies,  and  we  have  the  impres- 
sion that  it,  with  the  addition  of  /’-amino-benzoic 
acid,  gives  a much  stronger  oxidase  reaction  when 
the  dye,  />-amino-dimethyl-aniline  monohydro- 
chloride, is  added. 

Culturing  and  identifying  gonococci  now  seems 
to  be  a cinch.  It  is  said  to  be  equally  useful  for 
meningococcus ; we  hope  we  may  not  have  oppor- 
tunity to  try  it. 
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MEDICAL  SUPPLIES 

Discussion  by  Capt.  Paul  Nixon,  Controller  of  Civilian 
Medical  Supplies,  Hawaiian  Medical  De^ot,  Fort  Shafter, 
at  a meeting  of  the  Honolulu  County  Medical  Society,  Thurs- 
day morning,  April  16,  1942. 

We  knew  some  time  prior  to  the  Blitz  that, 
should  such  a thing  occur,  it  would  mean  the  im- 
mediate freezing  of  all  civilian  medical  supplies 
under  the  control  of  our  office. 

Our  first  job  was  to  set  up  an  office  system 
that  would  work.  It  was  no  simple  job  to  select 
and  to  train  employees  who  had  no  previous  know- 
ledge of  medical  supplies.  This  has  been  done  and 
the  office  functions  well.  We  do  not  have  a large 
amount  of  medical  supplies  in  general  and,  if  we 
are  cut  off  from  supplies  on  the  mainland,  the 
supplies  here  will  have  to  be  stretched  as  far  as 
possible.  As  a whole,  the  medical  supply  situation 
is  not  bad.  We  can  get  along  for  a long  time — but 
only  by  controlling  such  supplies  as  are  available 
and  by  everyone  keeping  purchases  down  to  actual 
needs. 

We  have  a control  inventory,  based  on  stocks 
reported  by  all  the  wholesalers  in  town,  covering 
some  3,000  to  5,000  items.  This  is  accurate  within 
three  days.  We  know  where  every  item  is ; how 
short  we  are  getting ; when  to  limit  sales  and 
when  not  to. 

There  never  has  been  a time  since  December 
7th  when  you  doctors  or  your  patients  could  not 
buy  anything  in  Honolulu  that  could  be  bought 
before.  We  control  the  amount  but  we  never  have 
denied  anyone  in  Honolulu  any  particular  item  of 
medical  supply  that  was  necessary. 

Ordering 

There  never  has  been  issued  a “blanket  O.K.” 
to  anyone  for  the  procurement  of  medical  supplies. 
A routine  has  been  established  as  follows : You 
place  your  order  with  the  wholesaler ; he  makes 
out  an  order  in  triplicate  and  sends  it  to  our 
office.  It  is  processed  through  our  control  section, 
edited,  and  checked  out ; then  goes  back  to  the 
dealer  the  next  morning.  It  takes  twenty-four 
hours  to  go  through  our  office.  In  cases  of  emer- 
gency, all  you  need  do  is  to  get  a release  from  our 
office  over  the  telephone.  If  your  wholesaler  does 


not  have  a given  item,  we  suggest  that  you  call 
our  office.  We  will  tell  you  where  any  item  is 
available  in  town.  The  office  is  open  twenty-four 
hours  a day. 

(The  following  remarks  are  replies  to  specific 
questions  raised  by  the  members.) 

Codeine s There  is  no  objection  to  buying  a* month- 
ly supply  instead  of  placing  repeated  small  orders. 
We  see  no  objection  to  your  keeping  a reasonable 
stock  in  your  offices  if  proper  storage  space  is 
available.  Unless  an  order  for  any  item  is  obvious- 
ly excessive,  our  office  will  not  question  it  and, 
even  then,  if  you  can  give  us  an  acceptable  ex- 
planation, it  will  be  given  consideration.  It  must 
be  realized,  however,  that  if  we  allow  one  person 
to  buy  all  our  supply,  the  rest  must  do  without. 

Syringes:  These  have  been  frozen  because  of  the 
demand  for  the  immunization  program.  A few 
shipments  have  been  received  and,  if  not  already 
released,  they  will  be  in  the  near  future.  Just  be- 
cause an  item  is  frozen  is  no  reason  why  you  can- 
not have  it  if  you  need  it  and  tell  us  about  it. 

Sheets : These  are  frozen,  but  I hope  they  will  be 
released  soon  Again,  if  you  have  a definite  need 
for  them  and  nothing  else  will  serve  the  purpose, 
we  will  give  them  to  you. 

Bandages  and  Cotton:  There  should  be  no  diffi- 
culty in  getting  these  at  retail  stores.  All  we  ask 
of  retailers  is  that  they  not  overstock.  We  do  not 
control  the  retail  stores ; we  control  the  whole- 
salers. A good  stock  is  available. 

Rubber  Goods:  The  O.P.M.  restricted  the  use  of 
rubber  but  they  probably  will  never  cut  down  on 
it  to  the  point  that  an  actual  hardship  will  exist 
in  necessary  medical  supplies.  However,  these 
items  must  be  used  sparingly  and  taken  good  care 
of.  A substitute  for  hot  water  bottles  is  being 
worked  on  by  a local  can  company.  (They  now 
state  they  cannot  manufacture  a satisfactory  sub- 
stitute locally — Ed.) 

Substitutes  for  Certain  Products , i.e.,  Lysol,  etc.: 
We  do  not  plan  on  issuing  bulletins  on  what  is 
and  what  is  not  available.  If  you  want  a substitute, 
phone  our  office  to  learn  if  and  where  the  item 
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you  desire  is  available.  That  goes  also  for  drugs 
present  in  limited  quantities.  Our  stock  depends 
solely  upon  .transportation  from  the  mainland  so 
we  must  consider  all  stocks  more  or  less  limited. 

Rubbing  Alcohol  is  not  frozen.  This  item  is  avail- 
able locally.  Alcohol  is  manufactured  in  Honolulu 
that  is  perfectly  satisfactory  for  everything  ex- 
cept laboratory  work.  We  are  approving  priorities 
on  grain  alcohol  only. 

Grope  Juice:  This  item  comes  under  the  food 
administration  and  I do  not  know  what,  if  any, 
restrictions  have  been  placed  on  it. 

Vitamins:  Our  stock  of  polyvitamins  is  rather 
limited  in  the  larger  sizes.  However,  sufficiently 
large  stocks  have  been  cleared  and  are  on  their 
way  down.  The  smaller  sizes  are  still  available  in 
fairly  large  amounts. 

Sulfa  Drugs:  We  have  restricted  the  sale  of  sulfa 
drugs  to  and  by  retailers.  They  are  easier  to  con- 
trol while  in  the  wholesalers’  hands. 

Poisons:  All  poisons  require  a specific  release 
except  when  you  write  a prescription  containing 
poison.  We  ask  you  not  to  write  prescriptions  for 
Lysol,  cyanide,  and  bichloride  except  where  abso- 
lute necessary.  Bichloride,  of  mercury  we  will  not 
release  to  anyone  except  for  use  under  a doctor’s 
supervision.  I think  the  poison  situation  is  clear- 
ing up  a little. 

Priorities : We  edit  the  wholesalers’  orders  to  the 
mainland  and  designate  the  priority.  We  have  di- 
vided medical  supplies  into  three  classes  for  the 
purpose  of  determining  priorities:  critical,  essen- 
tial. and  secondary  items.  Critical  items  are  those 
which  are  getting  scarce,  but  an  item  that  is  cri- 
tical today  may  not  be  critical  tomorrow  depend- 
ing upon  how  much  comes  in.  We  are  trying  to 
build  up  certain  stocks  and  I think  we  are  getting 
along  well. 

There  is  absolutely  no  reason  for  all  the  fear 
and  trembling  which  exists  about  buying  medical 
supplies.  People  can  buy  anything  they  could  ever 
buy  if  the  retailer  or  wholesaler  has  it.  If  there  is 
an  emergency  we  will  release  such  amount  of  a 
given  item  as  may  be  necessary.  If  it  is  a poison 
the  purchaser  has  to  have  a specific  release ; if  it 
is  a narcotic  the  purchaser  must  have  a doctor’s 
prescription  in  duplicate. 


FOOD  NEWS  IN  HAWAII 

From  all  indications  the  recent  shortages  of 
butter  and  meat  are  merely  an  indication  of  what 
is  to  come.  The  Army  decides  what  shall  be 
shipped  and  where  it  is  going,  but  the  Navy  de- 
cides when  it  shall  be  shipped,  depending  on  clear 
lanes.  In  consequence  ships  leave  unloaded  or 
stand  by  waiting  until  perishables  are  spoiled. 
Under  the  circumstances  a certain  amount  of  this 
is  inevitable. 

More  and  more  of  the  necessary  foods  will  be 
imported  by  the  Federal  Surplus  Commodities 
Corporation,  a government  organization  which  is 
better  able  to  deal  with  the  Army  and  Navy  for 
shipping  space  than  can  the  local  merchants. 

The  F.S.C.C.  distributes  its  buying  among  all 
producers,  and  unfamiliar  brands  will  consequent- 
ly appear  on  the  market.  Dehydrated  foods  will 
appear  in  increasing  numbers.  Ready  prepared 
cereals  will  almost  certainly  disappear  from  the 
market  because  of  their  shipping  bulk.  Whole 
wheat  cereal  or  rolled  oats  will  be  available. 

In  the  absence  of  certain  foods  and  specific 
brands  of  foods,  it  is  well  for  the  physician  to  be 
prepared  to  recommend  substitutes.  Physicians 
have  much  more  influence  on  nutrition  than  many 
of  them  realize.  Specific  foods  mentioned  by  them 
are  used  by  patients  to  the  exclusion  of  other 
brands  which  may  be  just  as  satisfactory.  This  is 
particularly  true  of  evaporated  milks.  Many  doc- 
tors automatically  say  “Carnation”  as  a synonym 
for  all  brands  of  evaporated  milk,  and  patients  will 
use  that  brand  exclusively. 

Fruit  Juices 

Another  instance  is  our  habitual  use  of  “orange 
juice”  for  infants  and  invalids.  Many  other  fruit 
juices  are  as  satisfactory.  Special  emphasis  is 
needed  on  this  point  just  now.  Oranges  are  being 
brought  in  because  of  popular  demand,  yet  ship- 
ping conditions  are  such  that  from  30%  to  50% 
of  each  shipment  is  spoiled  when  it  arrives.  This 
space  might  better  be  used  to  ship  foods  for  which 
no  local  substitutes  exist.  Locally  produced  pa- 
paya, guava,  pineapple,  mango  and  other  fruits 
are  perfectly  satisfactory  sources  of  ascorbic  acid. 

A recent  study  by  Besy  and  White,  of  Harvard 
Medical  School,  emphasizes  the  daily  need  of 
school  children  for  the  amount  of  ascorbic  acid 
found  in  3 ounces  of  citrus  or  tomato  juice  (cal- 
culated at  15  mgm.  per  ounce).  Blood  plasma 
levels  were  maintained  on  that  intake  and  fell  be- 
low normal  when  the  citrus  juice  was  omitted. 
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Pineapple  is  popularly  considered  an  acid  fruit. 
Large  amounts  eaten  at  one  time  may  have  an 
irritating  effect  on  the  mouth  but  most  people  can 
take  normal  amounts  regularly  to  advantage. 
Bowes  and  Church  report  a 6.8  excess  of  base  for 
fresh  pineapple  and  2.9  excess  of  base  for  canned 
pineapple. 

A concentrated  orange  juice,  frozen  and 
canned,  is  now  being  used  at  Queen's  Hospital, 
and  is  quite  satisfactory. 

The  University  of  Hawaii  Agricultural  Exten- 
sion Service  is  giving  home  bottling  demonstra- 
tions to  interest  housewives  in  conserving  as  much 
as  possible  of  our  guava  crop.  One  suggestion 
made  was  that  a neighborhood  or  the  parents  in 
a school  hire  a truck  to  go  out  and  pick  the  guavas 
for  the  group,  thus  saving  gasoline.  It  is  well  to 
remind  ourselves  at  this  time  that  the  watery  ex- 
tract of  guavas  contains  100  mgm.  percent  of 
ascorbic  acid.  Orange  juice  ranges  from  26  to 
45  mgm.  percent.  The  public  should  be  urged  to 
use  all  available  guavas. 

Butter  and  Substitutes 

Margarine  is  ordinarily  considered  the  best 
low  cost  substitute  for  butter.  However,  it  is  pos- 
sible that  the  F.S.C.C.  will  not  import  it  at  all, 
leaving  it  to  the  regular  agent.  This  product  is 
so  tied  up  with  regulations  designed  to  protect  the 
dairy  industry  that  importation  is  difficult.  If 
coloring  matter  is  added  the  tax  would  make  the 
price  exceed  that  of  butter. 

The  University  Extension  Service  has  devel- 
oped a method  for  home  manufacture  of  palm 
butter  from  coconuts.  Ten  coconuts  make  a pound 
of  butter.  Color  and  vitamin  A are  added  by 
means  of  a fatty  extract  of  the  lipstick  plant. 

Vegetables 

Canned  turnip  greens  are  appearing  in  the 
markets.  The  price  is  lower  than  that  of  spinach 
and  the  food  value  is  greater,  especially  in  calcium, 
iron,  vitamin  A and  vitamin  C. 

Fish 

There  are  now  in  many  markets  tall  cans  and 
flat  oval  cans  of  grilled  pilchards  in  spiced  tomato 
sauce.  This  is  a fish  related  to  the  sardine  and 
Booth  labels  the  cans  pilchards  or  sardines  inter- 
changeably. Pilchards  is  the  name  preferred  in 
England  and  the  stock  we  have  here  was  meant 
for  Lend-Lease  shipment  to  England.  The  price 


is  15  cents  or  2 for  25  cents  and  the  flavor  is  quite 
good.  At  that  price  this  is  one  of  the  cheapest 
sources  of  protein.  They  may  he  used  in  salads, 
sandwiches  or  in  casserole  dishes  mixed  with  po- 
tatoes, other  vegetables  or  cereals,  or  simply 
broiled. 

Sweets 

Casual  observation  would  indicate  an  increased 
desire  for  sweets  since  December  7th.  Candy  is 
almost  unavailable  and  the  shelves  are  rapidly 
being  depleted  of  jams  and  jellies.  Children  now 
are  buying  two  or  more  lunches,  to  the  embarrass- 
ment of  the  cafeterias,  which  were  not  prepared. 
Apparently  their  extra  nickels  now  go  for  hot 
food  in  place  of  candy  which  is  no  longer  available 
at  tbe  corner  store. 

The  increased  home  production  of  jellies,  jams 
and  preserves  would  seem  a wise  move  which 
physicians  might  suggest  to  patients.  Guava  jelly 
retains  much  of  the  vitamin  C of  the  watery  ex- 
tract used  in  its  preparation.  The  University  Ex- 
tension Service  reported  it  as  containing  60  mgm. 
percent  of  ascorbic  acid. 

Any  of  the  marmalades  are  more  valuable  food 
adjuncts  than  jellies  or  syrups,  and  may  be  made 
from  any  of  the  local  citrus  fruits.  Hawaiian 
oranges,  pomelo,  grapefruit,  rough  skinned  lemons, 
limes  or  Chinese  oranges  might  all  be  used. 

Milk 

There  seems  to  be  a tendency  to  shift  from 
evaporated  milk  to  fresh  milk  in  infant  formulas. 
The  price  of  fresh  milk  has  risen  and  a further 
rise  has  been  announced.  Evaporated  milk  lias  so 
far  not  risen  in  price  proportionately.  For  many 
low  income  families  price  is  a definite  factor  tend- 
ing toward  reduced  use  of  milk.  A large  stock  of 
evaporated  milk  is  on  hand ; the  brands  are  un- 
familiar, but  the  quality  of  all  is  good.  In  view 
of  comparative  bulk,  it  is  possible  that  further  cur- 
tailment of  shipping  will  result  in  reduction  of 
cattle  feed  rather  than  of  evaporated  milk.  If  evac- 
uation becomes  a necessity,  supplies  of  fresh  milk 
will,  at  least  temporarily,  be  completely  cut  off. 
Lack  of  adequate  refrigeration  at  many  evacuation 
points  also  needs  consideration.  In  these  circum- 
stances, evaporated  milk  would  be  more  conveni- 
ent to  transport  and  store,  as  well  as  safer  for  the 
infant. 

Marjory  Abel 
Specialist  in  Nutrition, 
Board  of  Health 
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PROGRESS  REPORT  FROM  OFFICE  OF 
CIVILIAN  DEFENSE,  HONOLULU 

Island  of  Molokai 

Xo  actual  work  has  been  started  vet  but  plans 
are  made  to  splinter-proof  and  expand  the  3 exist- 
ing hospitals.  The  capacity  of  Shingle  Memorial 
Hospital  is  to  he  expanded,  and  the  adjoining 
homes,  turned  over  by  the  Hawaiian  Homes  Com- 
mission. are  to  he  remodeled  and  used  for  hospital 
and  storage  purposes.  The  Libby  McXeil  & Libby 
Hospital  at  Maunaloa  can  he  expanded  and  the 
club  house  equipped  to  take  the  overflow,  or  to  be 
used  for  evacuated  patients.  Supplies  are  being 
put  in  for  that  purpose.  The  County  Hospital  at 
Ualapue,  which  has  only  7 or  8 beds,  will  have 
some  remodeling  done  to  expand  the  facilities  for 
surgery.  The  adjoining  school  and  a nearby  cot- 
tage will  he  transformed  into  ward  space  for  this 
hospital. 

All  of  these  plans  are  tentative  and  are  await- 
ing clearance  with  the  Army  authorities. 

The  C.  M.  Cooke  Home  at  Puukolea  has  al- 
readv  been  provided  with  provisional  beds,  kitchen 
equipment,  etc.,  it  is  well  situated,  and  with  very 
little  work  can  be  turned  into  a hospital. 

There  are  five  first-aid  stations  planned  for  the 
islands  and  some  supplies  have  already  been  dis- 
tributed. The  personnel  is  all  volunteer  and  is 
already  in  process  of  training.  Mrs.  Cooke,  the 
onlv  qualified  first-aid  instructor  on  the  island, 
has  this  in  charge.  They  have  ambulances,  drivers 
and  litter  bearers.  Xo  nurses  are  available  for 
these  stations  ; there  are  only  7 nurses  on  the  island 
and  only  3 doctors.  These  will  he  required  to  man 
the  hospitals  in  case  of  emergency. 

Island  of  Hawaii 

In  Hilo  they  have  set  up  15  first-aid  units  of 
a highly  mobile  type,  with  a central  casualty  station 
and  headquarters.  Dr.  Walter  Loo  of  Hilo  is  in 
charge  of  the  first-aid  set-up.  and  there  is  one 
nurse  in  the  central  office.  Each  mobile  unit  is 
composed  of  two  ambulances,  attended  by  drivers 
and  5 litter  bearers. 

Throughout  the  island  the  plantation  doctors 
are  organizing  similar  mobile  units.  These  are 
being  furnished  with  supplies  from  the  O.C.D. 

Xo  actual  work  has  so  far  been  done  on  the 
expansion  of  hospital  facilities  since  no  material 
is  available  for  either  remodeling  or  splinter- 
proofing. Plans  are  under  way,  however,  and  will 
he  undertaken  when  materials  can  he  obtained. 


Island  of  Kauai 

Building  of  bomb  shelters  and  splinterproofing 
is  already  well  under  way  at  the  Mahelona  Hospi- 
tal and  at  Wilcox  Memorial.  The  school  building 
at  Huleia  is  being  remodeled  and  when  completed 
will  he  a 150  bed  hospital  to  serve  the  Lihue  dis- 
trict. It  is  to  he  put  into  operation  as  soon  as 
completed.  The  entire  staff  for  this  hospital  will 
have  to  he  recruited  from  outside  the  island. 

The  hospitals  at  Eleele  and  Waimea  will  have 
to  he  moved.  The  arrangements  for  this  are  still 
under  discussion  with  the  Army. 

At  Makaweli  it  is  planned  to  construct  an  addi- 
tional hospital,  using  surrounding  camp  buildings 
for  ward  space. 

Kauai  has  8 first-aid  units,  situated  at  Kilauea, 
Kapaa,  Lihue,  Koloa,  Eleele,  Makaweli,  Waimea 
and  Kekaha,  with  4 sub-stations  at  Hanalei,  Puhi, 
Kalaheo  and  Mana.  These  are  fixed  stations  but 
organized  to  be  readily  mobile.  They  have  make- 
shift ambulances,  and  all  the  force  is  volunteer, 
including  ambulance  drivers,  litter  hearers  and 
first-aiders.  There  is  a central  administration  of- 
fice for  the  first-aid  activities  with  a supply  clerk, 
assistant  clerk-stenographer  and  typist.  There  are 
only  two  nurses  available  for  service  for  the  entire 
first-aid  set-up  throughout  the  island. 

Island  of  Oahu 

Since  the  last  report  our  activities  have  con- 
sisted principally  of  conducting  the  immunization 
campaign.  The  assistance  rendered  the  Board  of 
Health  physicians  and  the  first-aid  station  doctors 
and  personnel  by  the  medical  officers  and  nurses 
of  the  Army  was  indispensable,  and  it  is  pleasant 
to  record  that  either  these  people  enjoyed  the  ex- 
perience or  they  are  consummate  actors.  At  any 
rate  their  help  was  given  not  only  cheerfully  but 
enthusiastically. 

In  April.  39  Red  Cross  nurses  arrived  from  the 
mainland  under  the  supervision  of  Miss  Margaret 
Tracy,  and  they  immediately  took  up  their  duties 
in  the  O.C.D.  hospitals,  Sacred  Hearts  and  Wa- 
hiawa.  The  writer  never  realized  before  how  im- 
portant the  assistance  of  nurses  could  he  in  what 
might  almost  he  called  the  construction  of  hospi- 
tals. These  women  did  work  that  should  have 
been  done  by  scrub  women  and  orderlies  and  did 
it  as  if  they  had  been  doing  it  all  their  lives.  The 
preparation  of  the  hospitals  for  the  reception  of 
patients  was  tremendously  speeded  up  by  their 
help.  For  short  periods  of  time  several  of  these 
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nurses  were  loaned  to  civilian  hospitals  in  Hono- 
lulu to  supply  deficiencies  in  their  nursing  staffs. 

Sacred  Hearts  Hospital  began  to  accept  pa- 
tients on  April  22nd  and  Wahiawa  Hospital  was 
ready  to  receive  them  on  May  4th.  Their  capacity 
is  still  limited  largely  hy  lack  of  special  facilities, 
orderlies  and  other  help.  A volunteer  medical 
staff  assigned  to  Sacred  Hearts  has  been  holding 
meetings  in  the  hospital,  studying  the  deficiencies 
and  arrangements  with  a view  to  being  able  to  go 
into  action  quickly  when  the  need  arises. 

Owing  to  the  crowded  condition  of  Honolulu 
hospitals  and  the  obvious  need  for  a system  of 
traffic  control  for  these  hospitals,  the  Military 
Governor  issued  an  order  setting  up  a military 
controller  who  will  fix  the  capacity  of  all  hospitals 
and  in  effect  bring  about  the  pooling  of  military 
and  civilian  hospital  facilities  to  take  care  of  any 
sudden  need  for  their  expansion. 

GENERAL  ORDER  101,  SECTION  VIII. 
ESTABLISHMENT  OF  CIVILIAN  HOSPITAL 
CONTROL  OFFICE. 

1.  A recent  survey  of  the  patient  capacity  of 
civilian  hospitals  on  the  Island  of  Oahu  indicates 
that  some  hospitals  are  filled  to  capacity,  that  others 
are  crowded,  while  still  others  have  available  faci- 
lities to  accommodate  additional  patients.  To  al- 
leviate this  condition,  it  is  necessary  to  provide  a 
suitable  regulation  of  the  receiving  of  patients. 

2.  Major  C.  C.  Gill,  Medical  Corps,  is  hereby  ap- 
pointed Civilian  Hospital  Control  Officer,  with  author- 
ity to  regulate  and  control  the  admission  of  patients  to 
all  civilian  hospitals  on  the  Island  of  Oahu.  All  per- 
sons and  hospitals  will  comply  with  the  regulations 
and  orders  of  the  Civilian  Hospital  Control  Officer  in 
this  connection. 

3.  The  Civilian  Hospital  Control  Officer  will  im- 
mediately survey  the  patient  capacity  of  all  civilian 
hospitals  on  the  Island  of  Oahu  and  will  maintain  a 
Civilian  Hospital  Control  Office  on  a twenty-four  hour 
basis  for  the  purpose  of  expediting  and  assisting  hos- 
pitals and  doctors  in  securing  adequate  hospital  patient 
facilities. 

4.  Until  further  notice,  the  Civilian  Hospital  Con- 
trol Office  will  be  located  at  Farrington  High  School, 
phone  number  8564,  or  phone  number  8531,  Locals  490, 
363,  or  6 76. 

By  order  of  the  Military  Governor  : 

(Signed)  THOMAS  H.  GREEN, 
Colonel,  J.A.G.D.,  Executive. 

April  30,  1942 


This  system  is  not  yet  in  force,  hut  the  details  will 
be  announced  shortly.  There  was  considerable 
opposition  on  the  part  of  the  medical  profession  to 
the  idea  of  military  compulsion,  hut  it  is  believed 
that  when  it  is  clearly  understood  the  system  will 
be  a help  to  them  rather  than  a hindrance.  At  any 
rate  a system  of  this  sort  is  absolutely  necessary 
during  periods  of  enemy  activity. 

The  plan  will  work  something  like  this.  When- 
ever a hospital  has  reached  its  predetermined 
capacity  for  safe  operation  no  more  patients  will 
he  admitted  except  for  actual  emergencies.  Physi- 
cians applying  for  permission  to  admit  patients 
will  be  told  that  the  institution  is  full ; they  may 
then  either  contact  another  hospital  to  discover 
whether  or  not  they  have  empty  beds  or  they  may 
call  the  office  of  the  controller  who  will  at  all  times 
be  prepared  to  advise  a physician  which  hospital 
has  beds  available.  This  control  applies  also  to 
the  military  hospitals,  hut  in  these  latter  the  treat- 
ment of  patients  will  be  the  responsibility  of  the 
officers  of  the  medical  corps  of  the  Armv.  Civilian 
physicians  will  practice  in  them  only  as  guests. 
The  department  surgeon  has  assured  us  that  every 
courtesy  will  he  shown  to  civilian  physicians  who 
admit  patients  to  military  hospitals.  The  heads  of 
the  various  hospitals  in  the  city  which  have  closed 
stalls  have  been  asked  to  permit  any  physician  in 
good  standing  to  treat  emergency  patients  in  their 
hospitals  “for  the  duration”,  and  they  have  all 
consented. 

The  program  of  recruitment  of  mainland  nurses 
for  Honolulu’s  civilian  hospitals,  which  is  in  the 
hands  of  Mrs.  Akana,  is  progressing  satisfactorily. 
Pending  the  arrival  of  the  31  nurses  recruited  on 
the  mainland,  who  have  been  waiting  there  for 
transportation  for  the  past  six  weeks,  the  depart- 
ment surgeon  has  detailed  Army  nurses  to  tem- 
porary duty  in  civilian  hospitals  to  lighten  the 
strain  on  reduced  and  overburdened  stalls.  A pro- 
gram of  training  nurses'  aides  is  also  well  under 
way,  some  of  them  having  already  gone  to  duty 
in  the  hospitals. 

The  medical,  surgical  and  hospital  supplies  for 
the  Territory  have  begun  to  arrive  from  the  main- 
land and  are  being  distributed  as  quickly  as 
possible. 
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Island  of  Maui 

Like  many  other  organizations,  the  Maui 
County  Medical  Society  has  been  endeavoring  to 
adapt  itself  to  the  war  situation. 

The  first  move  in  this  direction  was  the  elec- 
tion of  the  Chairman  of  the  Committee  of  Health 
and  Sanitation  under  the  Civilian  Defense  Corps 
to  the  presidency  of  the  Society.  The  Governing 
Committee  of  the  Medical  Society,  consisting  of 
the  present  officers  and  the  last  three  presidents, 
was  designated  as  the  Civilian  Defense  Committee. 
By  such  an  arrangement  the  Medical  Society  re- 
mained intact  with  its  activities  in  complete  unity 
with  the  Civilian  Medical  Defense  program. 

Two  complete  medical  organizations  have  been 
established:  the  Non-Emergencv  Civilian  Medical 
Defense  and  the  Emergency  Civilian  Medical  De- 
fense. thus  providing  for  all  administration  during 
an  emergency  to  he  under  the  direction  of  lay  ci- 
vilians. and  allowing  each  physician  to  devote  all 
his  energy  and  attention  to  medical  matters. 

The  outside  islands  are  not  as  fortunate  as 
Oahu  from  the  standpoint  of  specialists  in  various 
fields  of  medicine.  Nevertheless  an  attempt  has 
been  made  to  utilize  as  far  as  possible  all  the  special 
medical  talents  available.  Specific  assignments  for 
the  supervision  of  the  various  specialties  have  been 
made.  These  will  he  included  in  the  list  of  Maui 
Special  Committees,  appearing  elsewhere  in  the 
Journal. 

Plans  for  an  emergency  medical  set-up  on  Maui 
have  been  based  upon  the  principle  that  casualties 
will  he  collected  at  the  combat  zones  and.  by  means 
of  connecting  sub-stations,  he  transported  to  base 
hospitals  considered  safe  either  by  virtue  of  their 
distance  from  the  combat  area  or  because  they  are 
materially  protected.  Combat  areas  cannot  he  out- 
lined until  an  attack  occurs,  but  various  areas  have 
been  designated  as  probable  combat  zones.  Loca- 
tion of  vital  installations,  distribution  of  population 
and  other  factors  have  guided  us  in  anticipating 
these  probable  zones. 

Maui  is  geographically  divided  into  three  main 
districts  by  Mt.  Haleakala  and  by  the  West  Maui 
mountains.  It  is  anticipated  that  these  districts 


may  need  to  act  independently  but  an  endeavor 
has  been  made  to  arrange- for  united  action  if  this 
proves  to  he  feasible.  Various  sections  of  our  base 
hospitals  have  been  set  aside  for  special  tvpes  of 
casualties.  ( )ne  of  these  units  will  he  allocated  to 
the  care  nl  burn  cases,  one  for  orthopedic  cases, 
one  for  gas  casualties,  and  so  on. 

Most  of  the  hospitals  located  in  areas  desig- 
nated as  possible  combat  zones  have  alreadv  been 
evacuated  save  for  out-patient  dispensary  needs. 
V hat  facilities  remain  are  being  protected  against 
bombs,  shells,  fires  or  other  enemv  action.  First- 
aid  stations,  emergency  hospital  stations  and  base 
hopitals  have  been  tied  together  by  a network  of 
ambulance  service  with  accompanying  personnel. 

The  Maui  Medical  Society  is  proud  to  state 
that,  save  for  two  or  three  necessary  full-time  em- 
ployes in  the  administrative  department  of  the 
Office  of  the  Director  of  Civilian  Defense,  our  or- 
ganization is  made  up  completely  of  volunteers. 
We  have  a trained  organization  of  over  1.000  per- 
sons. This  number  does  not  include  members 
of  other  defense  units  which  have  been  correlated 
under  various  circumstances  to  augment  our  or- 
ganization. 

While  our  organization  has  been  divided  geo- 
graphically into  three  different  and  distinct  medi- 
cal defense  units,  an  endeavor  has  been  made  to 
render  assistance  to  Molokai  and  Lanai.  We  have 
already  sent  to  Molokai  a representative  who  is 
fully  informed  of  our  entire  program,  as  a good- 
will gesture,  and — it  is  hoped — as  the  hearer  of 
practical  help. 

Physicians  of  Maui  County  have  not  had  the 
opportunity  to  experience  action  as. have  the  phy- 
sicians on  the  Island  of  Oahu.  We  hope  that  if 
future  circumstances  demand  it.  we  will  he  pre- 
pared to  handle  the  situation  as  commendable  as 
it  was  handled  bv  the  1 lonolulu  County  Medical 
Society  on  December  7th. 

We  are  gradually  merging  our  civilian  activi- 
ties and  facilities  into  the  Armv,  Xavv  and  air 
program,  hoping  that  in  the  very  near  future  a 
combined  and  unified  organization  will  he  avail- 
able to  militarv  and  civilian  casualties  alike. 
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SAVE  TIME 
WAR  TIME 


Phone  Your 

P>ieAx&ipiio*iA, 

* 

WE  DELIVER 


McArthur  & summers 


PRESCRIPTION 


PHONES  66044 
6BB65 


PHARMACISTS 


THIRD  FLOOR-YOUNG  BUILDING 
HONOLULU,  HAWAII 


If  No  Answer,  Phone  Physicians’  Exchange,  1301 


Physicians  will  find  that  S-M-A*  is 
not  a "compromise  formula!’  It  is  a 
complete  milk  formula  for  infants 
deprived  of  human  milk. 

Cows’  milk  fat  is  replaced  with  the 
unique  S-M-A  fat  for  easy  digestion 
and  adequate  nutrition.  It  compares 
physically,  chemically  and  biologi- 
cally with  the  fat  in  human  milk. 

/ The  carbohydrates  in  S-M-A  and 
human  milk  are  identical. 

) With  the  exception  of  vitamin  C, 
the  vitamins  essential  to  normal 
growth  and  development  (Bi,  D, 
and  A)  are  included  in  adequate 
proportion  in  S-M-A  ready  to  feed. 

^ Furthermore,  iron  (so  difficult  to  pro- 
vide for  the  bottle-fed  infant)  is 
included  in  S-M-A.  When  prepared 
each  quart  provides  10  mg.  iron  and 
ammonium  citrate. 

***** 

Excellent  results  with  hundreds  of 
thousands  of  infants  is  reason  enough 
why  S-M-A  is  the  choice  of  a steadily 
increasing  number  of  physicians. 

Try  S-M-A.  Results  tell  the  true  story 
more  aptly  than  words  and  pictures. 
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*S-M-A,  a trade  mark  of  S.M. A.  Corporation,  for  its  brand  chloride;  altogether  forming  an  antirachitic  food.  When 

of  food  especially  prepared  for  infant  feeding  derived  fro™  diluted  according  to  directions,  it  is  essentially  similar  to 

tuberculin-tested  cow's  milk,  the  fat  of  which  is  replaced  by  '■.IVfffrATMT 

animal- and  vegetable  fats,  including  biologically  tested  cod  human  m'lk  in  Pontages  of  protein,  fat,  carbohydrate  and 

liver  oil ; with  the  addition  of  milk  sugar  and  potassium  ash,  in  chemical  constants  of  the  fat  and  physical  properties. 


S.M. A.  CORPORATION 


6100  McCORMICK  BOULEVARD 


CHICAGO.  ILLINOIS 


COUNTY  SOCIETY  REPORTS 


NEWLY  ELECTED  OFFICERS  FOR  THE  YEAR  1942-1943 


President 

Vice-President 

Secretary 

T reasurer 


Hawaii  County  Honolulu  County 

H.  M.  Patterson  Fred  K.  Lam 
R.  Eklund  H.  H.  Walker 

E.  Tompkins  N.  M.  Benyas 

F.  J.  Halford 

Walter  Loo  Rogers  Lee  Hill 


Maui  County  Kauai  County 

R.  J.  McArthur  A.  Webster  Boyden 
H.  H.  Seiler  S.  R.  Wallis 

Wm.  Osmers  I.  Umaki 


Wm.  Osmers  I.  Umaki 


Delegates 


T.  Keay  N.  M.  Benyas  (to  be  appointed  d r Chisholm 

L;\  1 LiKJ 

E.  Tompkins  O.  Lee  Schattenburg 
Fred  K.  Lam 
H.  T.  Rothwell 
J.  E.  Strode 
H.  C.  Gotshalk 
R.  O.  Brown 
G.  C.  Milnor 


Alternate  Wm.  Bergin  Edmund  Ing  Marvin  Brennecke 

Delegates  H.  E.  Crawford  A.  G.  Schnack 

Maurice  Gordon 
Arthur  Davis 
R.  M.  Ogawa 
H.  M.  Johnson 


HAWAII  COUNTY  MEDICAL 
SOCIETY 

The  204th  meeting'  of  the  Society  was  called 
to  order  on  April  4th,  1942  at  2:00  p.m.  at  the 
Naniloa  Hotel.  Twenty-six  members  were  present. 

Dr-  Yamanoha’s  application  for  membership 
was  returned  by  the  Censors  and  will  be  pre- 
sented at  the  next  meeting  for  a vote. 

A communication  from  the  Territorial  As- 
sociation was  read  regarding  the  Accident  Life 
Insurance  Plan,  and  a letter  re  the  plantation 
health  plan.  The  Society  went  on  record  as 
being  against  such  a plantation  health  plan  at 
this  time  due  to  present  emergency  conditions. 

The  Society  went  on  record  as  favoring  an 
annual  meeting  of  the  Territorial  Association 
feeling  that  it  would  be  of  extreme  value  es- 
pecially in  these  times  as  a great  deal  of  in- 
formation can  be  exchanged  by  men  from  the 
various  islands  and  many  new  ideas  gained  by 
members  of  our  Society. 


The  Society  agreed  to  adopt  a fee  schedule 
of  $1.00  per  injection  for  typhoid  and  small 
pox  immunization. 

In  discussing  the  letter  received  from  Mr. 
McMorrow  of  the  Board  of  Health  re  the  five 
day  treatment  of  syphilis,  Dr.  Phillips  felt  that 
compulsory  hospitalization  of  infected  venereal 
patients  was  not  always  advisable  and  at  times 
led  to  failure  to  report  the  disease  to  the  phy- 
sician. He  stated  that  the  authorities  were  will- 
ing to  modify  this  section  of  the  rules  and  sug- 
gested that  sulfa  drugs  be  sold  only  on  a phy- 
sician’s prescription  to  check  self  medication. 
It  was  pointed  out  in  discussion  that  compulsory 
isolation  was  required  only  where  treatment  was 
delinquent  or  there  was  suspicion  of  spreading 
the  disease.  Infectious  cases  in  outlying  dis- 
tricts should  be  restricted  to  their  districts  until 
considered  non-infectious  by  the  attending  phy- 
sician. It  was  voted  to  request  an  order  by  the 
Military  Governor  to  prohibit  the  sale  of  sulfa 
drugs  except  on  prescription. 
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The  election  of  officers  took  place  with  the 
following-  results: 

President Dr.  H.  M.  Patterson 

Vice-President Dr.  R.  Eklund 

Secretary Dr.  E.  Tompkins 

Treasurer Dr.  Walter  Loo 

Delegates Dr.  T.  Keay 

Dr.  E.  Tompkins 

Alternate  Delegates Dr.  Wm.  Bergin 

Dr.  H.  E.  Crawford 
Censor  for  3 years Dr.  Richard  Arimizu 

Dr.  Keay  reported  that  the  Civilian  Defense 
Committee  was  no  longer  active  and  was  dis- 
banding, and  that  the  minutes  and  materials  in 
its  possession  will  be  turned  over  to  the  sec- 
retary for  safekeeping. 

A short  discussion  took  place  regarding  the 
current  epidemic  of  jaundice  and  some  of  the 
impending  dangers  were  discussed  by  Dr.  Pat- 
terson. It  was  voted  that  Dr.  Haralson  be  ad- 
vised that  the  society  is  very  concerned  about 
the  epidemic  and  that  it  stands  ready  to  take 
whatever  steps  he  feels  are  advisable  in  com- 
batting the  future  dangers. 

This  meeting  was  well  attended  and  enjoyed 
by  the  majority  of  our  members  after  partaking 
of  a luncheon  given  by  the  retiring  president, 
Dr.  Bergin. 

Edmund  Tompkins,  m.d.,  reporting. 


The  205th  meeting  of  the  Hawaii  County 
Medical  Society  was  called  to  order  on  May  3rd, 
1942,  at  2 :00  P.M.  at  the  Naniloa  Hotel.  There 
were  15  members  present;  Dr.  Steele  Stewart, 
Dr.  Richard  Lee  and  several  military  physicians 
were  guests. 

Scientific  papers  were  presented:  Weil’s 

Disease  with  the  Differential  Diagnosis  was  pre- 
sented by  Dr.  Eklund ; Dr.  Keay  presented  tbe 
laboratory  and  clinical  findings  of  the  disease; 
Dr.  Patterson  discussed  the  clinical  findings  and 
his  experiences  in  a series  of  ten  cases-  Con- 
siderable discussion  on  Weil’s  Disease  and  as- 
sociated problems  was  presented  by  members 
and  the  military  personnel. 

Dr.  Phillips  reported  that  an  order  regarding 
the  sale  of  sulfa  drugs  was  being  worked  on 
and  that  the  Army  had  agreed  that  cases  of 
venereal  disease  need  not  be  hospitalized  if  the 


physician  could  control  the  case  and  give  it 
adecpiate  treatment,  but  the  consent  of  Army 
officials  must  be  obtained  to  forestall  hospital- 
ization. 

Dr.  Orenstein  reported  that  the  mass  im- 
munization date  had  been  changed  to  June  8th; 
that  stations  are  being  set  up  and  the  funds  set 
up  for  the  payment  of  physicians  at  the  rate  of 
$5.00  per  hour.  Considerable  discussion  was  had 
in  regard  to  the  fee  schedule  for  mass  immuni- 
zation if  done  by  individual  industries  and  con- 
cerns. The  consensus  was  that  we  abide  by  the 
previous  agreement  of  $1.00  per  injection  and 
that  no  cut-rate  prices  be  given.  No  definite 
action  was  taken  as  the  Society  seemed  to  be 
in  accord. 

Amendments  .to  the  by-laws  as  circulated 
were  adopted  as  follows:  Amend  Chapter  II, 
Section  2,  to  read:  “For  the  duration  of  the  pre- 
sent war  emergency  the  President,  after  con- 
sulting with  the  Vice-President  and  Secretary, 
shall  be  empowered  to  call  a meeting  of  the 
Society  at  any  time  it  is  deemed  necessary  and 
such  a meeting  shall  be  considered  a regular 
meeting,  and  furthermore,  such  a meeting  shall 
be  called  upon  the  request  of  any  five  members.” 
Amend  Chapter  III,  Section  1,  to  read:  “The 
Officers  of  the  Society  shall  be  elected  at  the 
March  meeting  in  each  year  ...” 

Announcement  was  made  of  the  annual  meet- 
ing of  the  Territorial  Association  to  be  held 
June  6th  and  7th,  1942. 

The  election  to  membership  of  Dr.  Yamano- 
ha  was  postponed  until  the  next  meeting  due 
to  the  small  membership  present. 

Edmund  Tompkins,  m.d.,  reporting. 


MAUI  COUNTY  MEDICAL  SOCIETY 

The  following  committees  were  appointed  to 
serve  for  the  year  1942-1943: 

Medical  Defense  Committee : 

R.  J.  McArthur,  Chairman 
H.  H.  Seiler 
William  Osmers 
Gordon  H.  Lightner 
William  T.  Dunn 
K.  P.  Jones 
Robert  Kniffen 
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Committee  on  Sanitation : 

C.  J.  Kusunoki,  Chairman 
George  Zane 
Edward  Mau 
Miss  Alma  Whitman 

Special  Committees : 

Maui  Plasma  Bank — Gordon  H.  Lightner 

T ransfusion — W illiam  Patterson 

Orthopedic — William  T.  Dunn 

Head  and  Spinal  Cord  Injuries — E.  H.  Anderson 

Burns — H.  H.  Seiler 

Gas — C.  J.  Kusunoki 


HONOLULU  COUNTY  MEDICAL  SOCIETY 

The  Annual  Meeting  of  the  Honolulu  County 
Medical  Society  was  held  on  Sunday,  April  5,  at 
1 p.m.  in  the  Mabel  Smyth  Building.  58  mem- 
bers were  present.  Reports  from  officers  and 
committees  were  heard. 

In  addition  to  the  officers  listed  at  the  head 
of  this  section  of  the  Journal,  the  following 
were  elected  by  the  membership : 

Board  of  Governors : A.  G.  Hodgins 

A.  V.  Molyneux 
S.  E.  Doolittle 

Alternate, 

Board  of  Governors : Richard  K.  C.  Lee 
William  Winter 
Jesse  Smith 

Board  of  Censors : Gardner  Black 

Committee  on  Forms  of  Medical  Practice : 

L.  A.  R.  Gaspar 

Hawaii  Medical  Service  Association: 

A.  V.  Molyneux 
E.  W.  Mitchell 
L.  A.  R.  Gaspar 
Richard  Sia 

The  membership  ■ was  asked  whether  it  was 
in  favor  of  an  annual  meeting  of  the  Territorial 
Association.  It  was  generally  felt  that  the  busi- 
ness session  and  the  election  of  officers  were 
compulsory.  Dr.  McArthur  of  Maui,  who  was 
present,  said  his  Society  favored  a territorial 
meeting,  and  while  many  members  will  not  be 
able  to  attend,  the  councillors  and  delegates  will 
probably  be  present. 

Dr.  Haralson  called  attention  to  the  impend- 
ing epidemic  of  jaundice,  stating  that  on  the  out- 


side islands,  particularly  in  military  areas,  a 
considerable  number  of  cases  had  appeared 
which  are  identified  as  “acute  hepatitis’’.  He 
cautioned  the  doctors  to  be  on  the  lookout  for 
jaundice,  to  isolate  cases  at  home  or  send  them 
to  hospitals,  and  to  advise  the  Board  of  Health 
if  an}-  considerable  number  appear. 

Because  of  their  general  interest,  the  reports 
of  the  Board  of  Management  of  the  Mabel  Smyth 
Building,  the  Workmen’s  Compensation  Commit- 
tee, the  Post  Graduate  Committee,  and  the  Pre- 
paredness Committee  are  here  quoted : 

Report  of  Board  of  Management 
Mabel  Smyth  Building 
Lyle  G.  Phillips,  m.d.,  chairman 

As  of  December  1,  1941,  the  assets  of  the  building 
totaled  $102,840.11,  this  including  cash  on  hand  of 
$2,089.12;  the  building  itself  $83,880.03 ; furniture  and 
fixtures  $6,939.64 ; air  conditioning  system  and  sundry 
equipment  totaling  $6,918.99 ; with  contributions  to  be 
solicited  in  order  fully  to  meet  further  construction  costs, 
$3,012.33. 

Outstanding  against  these  assets  is  a note  to  the 
Margaret  Jones  Memorial,  $4,990.00.  Revenue  from  the 
building  during  the  past  year  totalled  $3,550.09,  of  which 
$2,346.67  was  from  regular  rentals ; $672.50  from  rental 
of  the  auditorium,  and  $458.42'  receipts  from  teas,  lun- 
cheons etc.  Expenditures  total  $3,438.64.  This  left  an 
operating  profit  of  $111.45. 

Depreciation  on  building  equipment,  furniture  and 
fixtures  was  estimated  at  $3,865.86. 

With  the  onset  of  the  war  the  possibilities  of  in- 
creasing revenue  from  rentals  of  the  auditorium  dis- 
appeared ; also  there  was  a reduction  in  the  number  of 
teas  and  luncheons  previously  held.  As  a result,  the 
regular  expenses  of  the  building  have,  for  the  past  three 
moilths,  slightly  exceeded  the  revenue ; however,  sufficient 
voluntary  contributions  have  been  made  to  cover  this 
loss  for  the  time  being. 

The  building’s  first  year  has  definitely  demonstrated 
its  value  and  usefulness  to  the  community.  It  has  become 
a center  for  activities  of  the  medical  and  aursing  pro- 
fessions which  has  filled  a long  felt  want. 

Workmen’s  Compensation 
Committee  Report 
F.  J.  Pinkerton,  m.d.,  chairman 

About  the  first  of  July  the  Board  of  Governors  asked 
this  committee  to  review  the  present  industrial  fee  sched- 
ule in  view  of  opinions  expressed  that  the  schedule  was 
out  of  line  with  the  present  industrial  situation.  At  that 
time  the  regular  committee  of  three  members,  namely, 
Drs.  Pinkerton,  Strode,  Fronk,  was  enlarged  to  include 
Drs.  West,  Black,  Batten  and  Duryea.  To  he'o  it  in 
reaching  a decision,  the  committee  sent  out  a question- 
naire asking  each  member  of  the  Society  to  answer  spe- 
cific questions:  namely,  whether  they  were  satisfied  with 
the  present  industrial  accident  fee  schedule  and  wished 
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it  to  continue  without  major  revision,  or  whether  a suf- 
ficient number  of  items  needed  revision  to  warrant  open- 
ing up  the  issue  of  revising  the  schedule  with  the 
insurance  companies  and  industrial  firms,  and,  members 
were  asked  to  suggest  individual  items  in  the  fee  schedule 
which  they  believed  needed  revision. 

Some  25  blanks  with  suggestions  for  change  were 
submitted  for  the  committee’s  consideration  when  it  met 
on  August  15th.  Since  by  negative  report  and  lack  of 
report  it  appeared  that  the  society  was  overwhelmingly 
in  favor  of  no  revision,  the  Committee  decided  not  to 
make  any  revisions  unless  the  insurance  companies  have 
raised  their  premiums  to  industrial  firms,  in  which  case 
a blanket  increase  throughout  the  schedule  seems  indi- 
cated. 

At  that  time  I was  authorized  to  take  up  with  the 
Hawaiian  Workmen’s  Compensation  Commission,  the 
method  by  which  they  arrive  at  premiums  charged.  The 
contractor  makes  application  to  the  Hawaiian  Workmen’s 
Compensation  Commission  either  on  a job  basis  or  on  an 
annual  payroll  of  so  many  individuals  at  a salary  of  so 
much,  and  the  fees  range  from  10  cents  per  $100  on  the 
less  hazardous  contracts  to  between  $6  and  $7  per  $100 
on  the  very  hazardous  contracts.  The  premiums  charged 
a given  company  would  be  quite  different  than  those 
charged  to  another  company,  based  on  experience  and 
risks.  Under  the  national  scheme  an  insurance  company 
is  limited  in  the  amount  allowed  for  overhead  expense. 
In  this  way  the  medical  man,  the  company  and  the  man 
insured  gets  insurance  at  a cost  controlled  by  a national 
board. 

I speak  of  this  at  length  because  we  are  faced  with 
an  increased  amount  of  governmental  work  in  the  Ter- 
ritory. Practically  all  private  contracts  are  now  per- 
mitted to  function  solely  with  the  consent  of  the  govern- 
ment; while  the  government  may  not  have  control  over 
the  carpenter  building  our  home  it  does  have  control  over 
the  availability  of  materials,  the  wage  schedule,  etc.  'So 
that  indirectly  the  Government  is  in  control  of  practically 
all  contract  work  in  the  Territory. 

The  vast  majority  of  the  work  in  the  Territory  is 
being  done  by  the  government.  It  is  all  done  on  a cost 
plus  basis  with  no  definite  contract  so  there  is  no  basis 
for  a definite  insurance  premium.  It  is  recommended  by 
the  Compensation  Association  that  a well  informed  com- 
mittee of  the  medical  society  meet  with  the  Commission 
to  bring  us  up  to  date  on  the  status  of  compensation 
insurance  under  these  new  conditions.  I believe  it  would 
be  wise  to  appoint  a small  committee  of  doctors  familiar 
with  the  subject  who  would  report  back  whether  the  fee 
schedule  should  be  revised  basically,  or  if  individual 
controversial  items  should  be  changed.  Certain  items  are 
badly  out  of  line,  some  are  so  low  that  one  is  tempted 
to  dishonesty  to  make  up  for  losses  if  one  has  too  many 
of  certain  cases.  On  the  other  hand,  from  the  insurance 
man’s  point  of  view  there  are  seven  or  eight  items  which 
they  consider  inordinately  high. 

At  the  beginning  of  this  year  the  Board  of 
Governors  instructed  Dr.  Gaspar,  president,  to 
appoint  a special  committee  to  investigate  medical 
economic  matters  arising  particularly  as  a result 
of  the  emergency  situation  following  December  7. 
Although  the  committee  was  to  concern  itself  with 


general  economic  matters,  its  work  boiled  itself 
down  to  workmen’s  compensation  consideration ; 
which  report  of  that  Special  Committee,  made 
recently  to  the  Board  of  Governors,  is  contained 
in  the  March  issue  of  the  Hawaii  Medical 
Journal,  on  page  279. 

Report  of  the  Preparedness 
Committee 

H.  L.  Arnold,  m.d.,  chairman 

The  present  Preparedness  Committee  was  elected  by 
the  Medical  Society,  as  you  will  all  remember,  at  a 
special  meeting  held  in  April  of  1941.  Up  to  that  time 
Dr.  Fronk  and  Dr.  Faus  had  been  vainly  attempting  to 
interest  the  profession  in  what  was  then  alluded  to  as 
“preparedness  for  disaster.”  The  frank  statement  of  Col- 
onel Edgar  King  at  that  meeting,  calling  attention  to 
the  serious  need  for  this  progress,  furnished  the  impetus 
which  made  possible  the  development  of  the  program. 
The  various  members  of  the  Committee  were  assigned 
to  duty  at  its  first  meeting  on  April  13th.  They  were:  Dr. 
Arnold,  Chairman  and  Executive;  Dr.  Judd  and  Dr. 
Strode  in  charge  of  Surgical  Teams  for  Hospitals;  Dr. 
Larsen  in  charge  of  Hospital  Expansion  and  Evacuation ; 
Dr.  Pinkerton  in  charge  of  Liaison  with  the  American 
Red  Cross,  Chamber  of  Commerce  and  other  agencies ; 
Dr.  Withington  in  charge  of  Plans  for  Evacuation  of 
Casualties;  and  Dr.  Faus  in  charge  of  Plans  and  Train- 
ing. Dr.  Withington  was  soon  compelled  to  resign  from 
the  Committee  because  of  his  entrance  into  the  Naval 
Medical  Service  and  his  place  was  taken  by  Dr.  Benyas, 
who  was  appointed  by  the  Board  of  Governors. 

The  activities  of  the  Committee  have  been  far  too  ex- 
tensive and  complicated  to  permit  even  a synopsis  of 
them,  but  the  minutes  of  all  the  meetings  are  on  file  in 
the  office  of  the  Medical  Society  and  may  be  consulted 
at  any  time  by  any  member  of  the  Society.  About  4,500 
persons  were  trained  in  first  aid  and  in  the  other  duties 
connected  with  the  operation  of  an  aid  station.  Twenty 
aid  stations  were  set  up  over  the  island  in  areas  desig- 
nated by  the  Department  Surgeon  and  these  have  con- 
tinued to  date.  It  should  be  noted  that  each  aid  station 
serves  approximately  15,000  persons  on  the  average. 
More  than  200  trucks  suitable  for  conversion  to  ambu- 
lances were  volunteered  by  patriotic  firms  in  the  city 
and  their  conversion  had  been  effected  and  the  ambulances 
supplied  at  the  onset  of  war.  The  story  of  what  they 
have  done  is  familiar  to  you  all  and,  if  not,  may  be  read 
in  the  past  numbers  of  the  Hawaii  Medical  Journal. 

Supplies  and  funds  for  the  equipment  and  the  opera- 
tion of  these  stations  were  furnished  up  to  the  beginning 
of  the  war  by  various  agencies,  principally  the  American 
Red  Cross,  the  Chamber  of  Commerce  and  the  City  and 
County  of  Honolulu.  All  expenses  since  the  beginning  of 
the  war  have  been  borne  by  the  Office  of  Civilian  De- 
fense, except  for  the  donations  which  have  Jieen  made 
from  time  to  time  by  the  Red  Cross  and  the  Army,  and 
these  have  been  extensive.  The  Red  Cross,  particularly, 
is  still  furnishing  enormous  quantities  of  dressings  and 
other  supplies. 

About  two  weeks  after  the  beginning  of  the  war  it 
became  apparent  that  some  means  of  livelihood  would 
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have  to  be  provided  for  a large  proportion  of  the  workers 
in  the  aid  stations  because  while  they  could  continue  to 
serve  on  a spasmodic  basis  from  time  to  time,  as  volun- 
teers. they  could  not  serve  full-time  every  day  and  still 
support  themselves.  Accordingly,  at  a conference  with 
Colonel  King  of  the  Army,  Mr.  Beasley  of  the  Depart- 
ment of  Social  Security,  Dr.  Haralson  of  the  Board  of 
Health,  and  Mr.  Doty,  the  then  Director  of  Civilian 
Defense  for  the  Territory,  it  was  decided  to  set  up  a 
scale  of  pay  based  upon  the  fundamental  proposition  that 
about  $125.00  a month  was  a minimum  which  could  sup- 
port an  individual  completely.  Nurses  were  paid  the  scale 
of  pay  which  the  Army  provides  for  civilian  employed 
nurses.  Doctors  in  aid  stations  were  given  the  pay  of 
First  Lieutenants,  and  Supervisors  and  higher  positions 
with  pay  corresponding  to  higher  ranks  in  the  Medical 
Corps  of  the  Army.  These  salaries,  of  course,  were  all 
base  pay  and  contain  no  increments  for  longevity.  The 
skeleton  full-time  staff  for  twenty-four  hour  coverage  of 
each  aid  station  is  sixteen.  Thirty  full-time  ambulances 
are  authorized  and  are  in  the  process  of  acquisition,  with 
sixty  drivers,  one  for  day,  and  one  for  night,  and  ten 
motorcycle  messengers. 

The  changes  in  organization  have  been  many  and 
interesting.  Immediately  before  the  City  and  County 
began  its  payment  to  the  maintenance  of  the  Emergency 
Medical  and  Ambulance  Service,  the  Chairman  of  this 
Committee  was  appointed  as  a member  of  the  Major 
Disaster  Council.  Up  to  that  time,  the  medical  profession 
had  been  represented  on  that  Council  by  Dr.  Mossman, 
City  and  County  physician  and  Dr.  Haralson,  the  Ter- 
ritorial Commissioner  of  Health.  Late  in  December,  the 
activities  of  this  organization  were  taken  over  by  the 
Office  of  Civilian  Defense.  In  January,  Dr.  Haralson 
was  appointed  by  the  Governor  as  Territorial  Adminis- 
trator of  Emergency  Medical  and  Related  Services,  and 
your  Chairman  was  made  Executive  Officer  for  the 
Services  for  the  Island  of  Oahu.  From  the  standpoint 
of  administration,  all  emergency  medical  activities  un- 
der the  Office  of  Civilian  Defense  on  this  Island  are 
now  under  the  one  office.  It  has  been  necessary  for  the 
Chairman  to  render  full  time  service  since  the  beginning 
of  war,  although  he  hopes  that  in  the  near  future  it  may 
he  possible  for  him  to  serve  only  as  a volunteer  and  to 
devote  a portion  of  his  time  to  his  own  business. 


The  Emergency  Hospitalization  Program  has  been 
put  in  charge  of  Dr.  Linson  of  the  Public  Health  Service. 
A 300  bed  hospital  is  three-fourths  completed  at  Wahi- 
awa,  a 450  bed  hospital  at  Sacred  Hearts  Academy  in 
Nuuanu,  and  a 100  bed  hospital  at  the  Manoa  Japanese 
Language  School.  This  latter  hospital  will  not  be  oper- 
ated until  and  unless  the  military  situation  makes  it 
necessary.  It  is  planned  to  complete  it,  equip  it,  and  lock 
it  up  and  hold  it  for  an  emergency.  The  other  hospitals 
will  be  operated  on  a small  scale  as  soon  as  they  are 
sufficiently  completed.  Any  physician  on  the  staff  of 
Queen’s  Hospital  may  admit  patients  to  Sacred  Hearts 
as  soon  as  it  is  opened  and  any  physician  not  on  that  staff 
is  a liberty  to  apply  for  permission  to  take  patients  there 
if  he  so  desires.  The  same  policy  will  be  followed  at 
the  hospital  at  Wahiawa. 

Your  Chairman  has  continued  to  consult  the  members 
of  the  Preparedness  Committee  on  every  occasion  when 
he  felt  that  a matter  of  policy  was  involved,  and  this 
will  be  continued  as  long  as  the  present  personnel  re- 
mains. The  exact  status  of  this  Committee,  as  far  as  the 
Medical  Society  is  concerned,  remains  somewhat  obscure. 
It  was  elected  by  the  Society,  which  is,  in  itself,  a new 
departure,  and  no  term  was  fixed  for  the  service  of  the 
members.  The  Society  should  decide  at  this  meeting 
whether  or  not  they  desire  to  continue  these  men  in 
office  and  if  not,  steps  should  be  taken  to  replace  them 
with  others. 

The  cooperation  of  the  Medical  Society  has  been 
practically  100  per  cent  perfect.  I wish  to  express  my 
deep  gratitude,  in  the  name  of  the  Committee,  to  those 
members  of  the  profession  who  have  served  so  faithfully 
and  efficiently  in  the  manifold  duties  which  have  been 
asked  of  them.  No  Honolulu  doctor  has  ever  refused, 
except  for  perfectly  valid  reasons,  to  do  anything  that 
he  has  been  asked  to  do  by  this  Committee  or  by  its 
Chairman.  In  conversation  with  the  Department  Surgeon 
the  other  day,  he  expressed  to  me  very  much  the  same 
feeling,  that  the  cooperation  which  he  had  received  from 
the  local  medical  profession  was,  as  he  put  it,  simply 
splendid.  We  thank  you  again. 

The  Society  voted  unanimously  that  the  pre- 
sent Preparedness  Committee  be  continued  for 
the  duration  and  gave  it  a vote  of  confidence. 

N.  M.  Benyas,  m.d.  reporting. 
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NOTES  AND  NEWS 


A bulletin  devoted  to  the  vitamin  content  of 
food,  especially  Hawaiian  grown  foods,  is  being 
planned  for  publication  by  the  Hawaii  Agricul- 
tural Experiment  Station  of  the  University  of 
Hawaii.  Progress  Notes  #36  lists  some  55  Ha- 
waiian grown  fruits  and  vegetables  with  a content 
of  vitamin  A,  Vitamin  B,  and  ascorbic  acid  (Vi- 
tamin C)  content.  Copies  of  these  notes  are 
available  upon  request — address  Carey  D.  Miller, 
Nutritionist. 


The  maximum  prices  established  by  the  Price 
Administrator  under  the  Emergency  Price  Con- 
trol Act  of  1942  apparently  do  not  apply  to  physi- 
cians, according  to  Section  10-C  “Services  ex- 
cepted”. 


General  Order  #105,  May  16,  1942,  prohibits 
the  use  or  operation  of  any  electrical  diathermy 
type  machine  after  Sunday,  May  17. 

We  are  informed  that  regulations  are  being 
drawn  up  under  which  permission  will  be  granted 
to  operate  these  machines.  In  the  meantime  appli- 
cation blanks  for  such  permission  are  available 
in  the  office  of  the  Medical  Society. 


Reports  of  Hawaii  medical  activities  during 
the  blitz  are  receiving  wide  recognition  on  the 
mainland.  Almost  every  mail  brings  several  com- 
ments either  on  the  reports  made  in  the  January 
issue  of  the  Journal  or  resolutions  passed  by 
county  societies  as  a result  of  Dr.  Moorhead’s 
reports  of  local  activities.  The  American  Medical 
Association  News  digested  Dr.  O.  L.  Schatten- 
burg’s  article  on  obstetrics ; Western  Public 
Health  cites  Dr.  E.  E.  McNiel’s  article  on  studies 
made  on  the  reaction  to  war  and  blackout  and 
their  effect  on  children ; the  article  “War  Came 
to  Hawaii”  appearing  in  our  January  issue  is 
being  reprinted  by  the  Indiana  State  Medical 
Journal,  and  the  section  of  this  same  journal 
dealing  with  the  first  aid  and  ambulance  services 
under  action  on  December  7,  is  being  reprinted 
in  the  San  Diego  County  Sociecy  bulletin. 

Work  has  begun  on  the  new  building  on 
Queen’s  Hospital  grounds  to  house  the  Blood 
Bank. 


NEW  MEMBERS 

Dr.  Arthur  W.  Duryea  announced  the  opening  of 
offices  in  the  Young  Hotel  Building  recently. 


Dr.  C.  Alvin  Dougan  has  been  honored  with  mem- 
bership in  the  American  Trudeau  Society. 


Dr.  Samuel  D.  Allison,  Venereal  Disease  Control 
Officer  for  the  Board  of  Health,  recent'y  went  to  the 
Big  Island  to  discuss  with  the  local  administrative  of- 
ficers and  physicians  the  frequency  of  venereal  disease 
cases  and  methods  of  control. 


Dr.  Marie  Faus  spent  May  1-18  on  the  island  of 
Hawaii  giving  a course  in  home  protection  under  the 
auspices  of  the  Adult  Education  Department  of  the 
University  of  Hawaii.  Her  classes  were  attended  daily 
by  at  least  100  women. 


CORRECTION  : The  letter  to  the  editor  appearing  in 
the  March  issue  under  Notes  and  News  was  inadver- 
tently left  unsigned.  The  author  was  Dr.  R.  B.  Cloward. 


Dr.  Schattenburg’s  paper  telling  how  the  obstetric 
program  operated  during  Honolulu  bombing  on  Decem- 
ber 7,  which  appeared  in  the  Journal  of  the  American 
Medical  Association,  April  4,  has  received  additional 
publicity  through  the  circulation  of  the  American  Medi- 
cal Association  News  which  was  released  for  publication 
and  reprint  throughout  the  United  States. 


Dr.  Richard  K.  C.  Lee  and  Dr.  Steele  F.  Stewart 
recently  held  a series  of  crippled  children’s  clinics  on  the 
island  of  Hawaii. 


Dr.  Leo  Bernstein,  U.  S.  Public  Health  Service 
reserve,  has  taken  up  his  duties  as  health  officer  for  the 
county  of  Kauai. 


Dr.  N.  M.  Benyas  has  been  appointed  by  Governor 
Poindexter  to  the  Territorial  Psychiatric  Commission 
to  succeed  Dr.  R.  B.  Cloward. 


Dr.  Edwin  T.  Kam  has  been  appointed  government 
physician  for  the  Kaneohe-Kaaawa  district  on  the  wind- 
ward side  of  Oahu.  Dr.  Clarence  Chinn  is  now  govern- 
ment physician  for  the  Kailua-Lanikai-Waimanalo  dis- 
trict. 


Dr.  T.  L.  Taylor  has  resigned  as  superintendent  of 
Waimano  Home.  Dr.  E.  T.  Ching  has  been  made  Medi- 
cal Director  for  that  institution. 
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A report  of  researcli  and  investigation  on  rat  borne 
diseases — typhus  fever,  infectious  jaundice,  and  human 
trichinosis — has  been  completed  by  Dr.  J.  E.  Alicata 
and  is  available  at  the  County  Society  Library. 


Dr.  R.  J.  McArthur  visited  Honolulu  in  April  and 
we  were  glad  to  have  him  at  our  Thursday  morning 
meeting. 


Dr.  and  Mrs.  William  Shanahan  are  being  con- 
gratulated on  the  arrival  of  their  daughter,  Sue  Ellen. 


The  Martin  Lichter’s  added  a third  child  to  their 
family  on  March  22 — a daughter,  Linda  M. 


Dr.  Kusunoki  has  recovered  lately  from  an  attack 
of  kidney  stones.  He  made  a trip  recently  to  Honolulu  to 
observe  the  operation  of  the  immunization  program  on 
Oahu  preparatory  to  such  a program  being  undertaken 
on  the  Island  of  Maui. 


Dr.  Richard  Y.  Sakimoto  was  married  to  Miss 
Eleanor  Matsumoto  in  April. 


There  will  be  three  in  the  family  of  Dr.  John 
Sanders  some  time  in  July. 


The  many  friends  of  Dr.  F.  A.  St.  Sure,  Sr.  will  be 
glad  to  know  that  he  has  returned  from  Lane  Hospital, 
much  improved  from-  pernicious  anemia,  and  is  in  his 
office  every  day. 


There  is  a new  arrival  at  Honolua  Plantation  — 
Dr.  T.  P.  Chou,  formerly  the  head  of  the  E.E.N.T. 
department  in  the  Red  Cross  Hospital  at  Shanghai.  Dr. 
Chou  was  educated  in  England  and  at  Yale. 


35  registered  nurses  have  arrived  from  the  mainland 
on  the  last  convoy  through  the  efforts  of  Mrs.  Akana  and 
have  been  assigned  to  hospitals  on  all  the  islands.  The 
need  for  more  nurses  is  still  overwhelmingly  great. 
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LIBRARY  NOTES 


OLD  JOURNALS 

Every  once  in  a while  someone  tells  us  he’s 
cleaned  out  his  office  and  has  thrown  away  his 
old  journals.  Please  don't  throzu  any  journals 
away  without  giving  the  Library  a chance  to  see 
if  they  are  of  value. 

Many  of  our  journal  files  still  have  gaps  in 
them.  There  is  no  money  available  to  purchase 
missing  numbers,  and  although  we  have  made 
steady  progress  in  securing  these  by  exchange 
with  mainland  libraries,  this  is  a slow  process 
and  will  take  years. 

Even  if  your  old  journals  are  not  needed  for 
our  files,  we  still  can  put  them  to  good  use,  es- 
pecially now.  The  Army  and  Navy  doctors  in 
isolated  stations  throughout  the  islands  are  eager 
for  them. 

So  please,  no  matter  w'hat  type  of  medical 
journal,  old  or  new,  that  you  are  about  to  dis- 
card, give  us  a chance  at  them.  It  may  be  just 
wbat  we  need  most.  Sometimes  a very  recent 
journal  walks  away  from  the  racks. 


REPRINT  AND  PAMPHLET  FILE 

Now  that  the  work  of  reclassifying  and  pre- 
serving the  books  has  been  completed,  attention 
is  being  given  to  the  thousands  of  reprints  ac- 
cumulated over  the  years.  These  are  being  eval- 
uated, classified  and  indexed.  To  build  up  a 
valuable  reprint  file  would  be  a mountainous  job, 
but  we  do  believe  there  should  be  on  file  in  the 
library  as  many  reprints  as  possible  of  articles 
written  locally  or  about  local  observations.  Con- 
tributions of  such  material  would  be  welcome, 
and  we  can  now  give  assurance  that  it  will  be 
well  preserved  and  made  useful  and  available. 


RECENT  ACCESSIONS. 

Callander — Surgical  Anatomy 
Rasmussen — Principal  Nervous  Pathways 
Hcrlzlcr — Technic  of  Local  Anesthesia 


American  Heart  Assn. — Nomenclature  and  Criteria  for 
Diagnosis  of  Diseases  of  the  Heart. 

Harrison — Failure  of  the  Circulation 
Andrczvs — Diseases  of  the  Skin 
Suttan — Diseases  of  the  Skin 

Norris- — Diseases  of  the  Chest  and  the  Principles  of 
Physical  Diagnosis 

Ncu’bcrg  & Mackinnon — Practice  of  Dietetics 
Scvringliaus — Endocrine  Therapy  in  General  Practice 
AM  A — Primer  on  Fractures 

Key  and  Comvcll — Management  of  Fractures,  Dislocations 
and  Sprains 

IVatson-Joncs — Fractures  and  Other  Bone  and  Joint 
Injuries. 

Castiglioni — A History  of  Medicine 
Haggard—  Mystery,  Magic  and  Medicine 
Sigerist — Great  Doctors 

MacEachern — Hospital  Organization  and  Management 
Zinsser — Resistance  to  Infectious  Diseases 
Beckman — Treatment  in  General  Practice 
Cecil— Textbook  of  Medicine 

Gocpp — Medical  State  Board  Questions  and  Answers 
C nsh ing — I nt racranial  Tumors 

Assn,  for  Research  in  Nervous  and  Mental  Disease — 
Infections  of  the  Central  Nervous  System 

Hassin — Histopathology  of  the  Peripheral  and  Central 
Nervous  System 

Crosscn — Operative  Gynecology 
May — Manual  of  the  Diseases  of  the  Eye 
Campbell — Operative  Orthopedics 
Boyd — Pathology  of  Internal  Diseases 
Park — Pathogenic  Microorganisms 

Stitt — Practical  Bacteriology,  Haematology  and  Animal 
Parasitology 

Holt  & Howland — Diseases  of  Infancy  and  Childhood 
AM  A — Nostrums  and  Quackery 

AMA — Epitome  of  Pharmacopeia  of  the  U.  S.  and  the 
National  Formulary 
AMA — Useful  Drugs 

Goodman  & Gilman — Pharmacological  Basis  of  Thera- 
peutics 

Lewis — Vascular  Disorders  of  the  Limbs 
Bard — MacLeod’s  Physiology  in  Modern  Medicine 
Bodansky  & Bodansky — Biochemistry  of  Disease 
Buie — Practical  Proctology 

Rankin  & Graham — Cancer  of  the  Colon  & Rectum 
Golden — Diagnostic  Roentgenology 
Bailey — Intracranial  Tumors 

Sheehan — Manual  of  Reparative  Plastic  Surgery 
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Blalock — Principles  of  Surgical  Care 
Thoma — Clinical  Pathology  of  the  Jaws 

Strong — Stitt's  Diagnosis,  Prevention  and  Treatment  of 
Tropical  Diseases.  2 vols. 

Davison — Compleat  Pediatrician. 

Kraclte — Diseases  of  the  Blood 
U'illins  & Keys — Cardiac  Classics 
Scudder — The  Treatment  of  Fractures 
Von  wans — Nutritional  Deficiencies 

Penfield  & Erickson — Epilepsy  and  Cerebral  Localization 

Jordan  & Burrows— Textbook  of  Bacteriology 

Rowe — Clinical  Allergy 

Brakdy  & Kahn — Trauma  & Disease 

Brmon — Surgery  of  Oral  and  Facial  Diseases  and  Mal- 
formations 

Speed- — A textbook  of  Fractures  and  Dislocations 
Pardo-Castello — Diseases  of  the  Nails 


GIFTS: 

Given  by  Dr.  J.  H.  Linson 

Ilugge : — Grundriss  der  Hygiene,  1921. 

Passoz c — Trommelfellbilder,  an  atlas,  1912. 

Scliultze  and  others — Lehrbuch  der  Psychiatrie,  1920. 

Peer- — Lehrbuch  der  Kinderheilkunde,  1920. 

Lezvandoivsky — Praktische  Neurologie,  1919. 

Tappcincr- — Lehrbuch  der  Arzneimittellehre,  1920. 

Axenfcld — Lehrbuch  und  Atlas  der  Augenheilkunde,  1920. 

Kustner — Lehrbuch  der  Gynekologie,  1920. 

Kaitfmann — Lehrbuch  der  Speziellen  Pathologischen  Ana- 
tomic, 1911,  2 vols. 

Korner — Lehrbuch  der  Ohren-Nasen  und  Kehlkopf-krank- 
heiten,  1920. 

Muklens — Die  Plasmodiden,  1921. 

Dodcrlcin — Leitfaden  fur  den  geburtshilflichen  Opera- 
tionskurs,  1919. 

IVullstein  und  Kuttner — Lehrbuch  der  Chirurgie,  1920. 
3 vols. 

Casper — Handbuch  der  Cystoskopie,  1921. 

Matthcs — Lehrbuch  der  Differentialdiagnose  innerer 
Krankheiten,  1921. 

Schmieden — Der  chirurgische  Operationskursus,  1920. 

Sahli — Lehrbuch  der  klinischen  Untersuchungs-methoden, 
1920.  3 vols. 


Seifert  and  Miller — Taschenbuch  der  medizinisch-klinis- 
chen  Diagnostik,  1920. 

Bitvnn — Grundriss  zum  Studium  der  Geburtshilfe,  1920. 
Herxheimer  — Schmaus’  Grundriss  der  pathologischen 
Anatomie,  1919. 

Liepmann — Kurzgefabtes  Handbuch  der  gesamten  Frauen- 
heilgunde,  1914. 

Krehl- — Lehrbuch  der  inneren  Medizin,  1920.  2 vols. 

Given  by  Dr.  R.  B.  Cloward 
Hamby : The  Hospital  Care  of  Neurosurgical  Patients. 

Given  by  Dr.  A.  L.  Craig 
J.  of  Bone  & Joint  Surgery:  1927  - 1942 


ON  LOANS  DEFINITELY 

J.  of  Nervous  & Mental  Diseases  - monthly: 
1939,  1940,  1941. 

J.  of  Neurophysiology  - bi-monthly: 

1939,  1940,  1941. 

Southern  Medical  Journal  - monthly: 

1940,  1941. 

Brain  - quarterly : 

1939,  1940,  1941. 

Given  by  Dr.  R.  B.  Cloward 


LIBRARY  REGULATIONS 
HOURS: 

Mon.-Fri. : 8:00-4:30  p.m. 

Saturdays:  8:00-12:00  Noon 

2:00-4:00  p.m. 

Sundays:  10:00-12:00  Noon 

2 :00-4  :00  p.m. 

The  following  rules  have  been  formulated  by  the 

Library  Committee  to  regulate  the  loan  service: 

1.  Books  - all  but  reference  books  may  be  taken  out 
on  loan. 

2.  Journals  -All  journals  over  two  (2)  years  of  age 
may  be  taken  out  on  loan. 

3.  Loan  period  - Seven  (7)  calendar  days  without  de- 
posit of  loan  fee. 

4.  Fine  of  $1.00  per  day  to  be  charged  for  books  and 
journals  due  over  seven  (7)  calendar  days. 

5.  Lost  and  unreturned  books  will  be  billed  at  twice 
their  cost. 

6.  Postage  and  messenger  charges  to  be  paid  by  bor- 
rower. 

7.  Copying  service  - 25  cents  per  100  words. 
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ER:Sq.uibb  St  Sons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 


HOW  SUPPLIED 

IPRAL  CALCIUM  (calcium  ethyliso- 
propylbarbiturate)  in  2-grain 
tablets  and  in  powder  form  for 
use  as  a sedative  and  hypnotic. 
% grain  tablets  for  mild  seda- 
tive effect  throughout  the  day. 

IPRAL  SODIUM  (sodium  ethyliso- 
propylbarbiturate)  in  4-grain 
tablets  for  pre-anesthetic  med- 
ication. 


For  literature  address  the  Professional 
Service  Department,  E.  R.  Squibb  & Sons, 
745  Fifth  Avenue,  New  York,  N.  Y . 


IPRAL 


induces  sound  restful 
sleep  closely  resembling  the  normal. 
By  dulling  the  consciousness  of  phy- 
sical and  mental  discomfort  it  helps 
the  patient  rebuild  vital  resources. 
Dosage  is  small . . . absorption  and 
elimination  rapid  . . . and  cumula- 
tive effects  avoidable  by  proper  dos- 
age regulation. 


B>  X J^AXTER,  Jxc. 

RESEARCH  AND  PRODUCTION  LABORATORIES 

GLENDALE,  CALIFORNIA 


VACOLITER  SIMPLICITY 


• • provides  greater  safety  in  intravenous  administration 


1.  DISC  IDENTIFIES  SOLUTION. 

2.  TEAK  OFF  METAL  TAB. 

3.  KEMOVE  DIAPHRAGM. 

4.  INSERT  VACODRIP. 

5.  CLOSE  SHUTOFF,  INVERT. 

6.  REGULATE  FLOW. 


Administration  of  parenteral  solutions  from  the  Baxter  Vacoliter  is 
simple.There  are  no  complicated  attachments;  and  no  special  precautions 
against  contamination  are  necessary. 

Two  depressions  in  the  rubber  diaphragm  indicate  that  the  vacuum  is 
intact,  and  the  solution,  pure  and  uncontaminated.  Purity,  sterility 
and  non -pyrogenic  qualities  are  proved  by  21  rigid  chemical,  biological 
(with  laboratory  animals)  and  bacteriological  tests  and  inspections. 

Baxter  solutions  are  available  in  a complete  range  of  types,  per- 
centages and  sizes  to  meet  every  recognized  professional  requirement. 
Sodium  Chloride,  Dextrose,  Ringers,  Lactate-Ringers,  Acacia,  }/§  Molar 
Sodium  Lactate,  Sulfanilamide,  and  Sodium  Citrate. 


Distributed  in  the  Hawaiian  Islands  by 

HOSPITAL  PURVEYORS,  LTD 

HONOLULU,  T.  H. 


For  eighty-two  years  John  Wyeth  and  Brother  have  been  manufacturing  quality  pharmaceuticals.  During  this 
period  the  integrity  of  the  physician’s  prescription  has  been  maintained  by  a policy  of  strict  ethical  promo- 
tion. Wyeth  products  are  not  known  to  the  laity.  Emphasis  is  placed  on  research  and  production  control  so 
that  standardized  potency  and  therapeutic  effect  are  always  obtained  when  the  physician  writes^Wyeth’s." 


The  name  Wyeth’s  is  Reg.  U.  5.  Pat.  OtT. 
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• The  strictly  regulated  program  of  the  Army 
helps  to  harden  the  soft,  lackadaisical  rookie. 

But  what  about  the  men  who  remain  in 
civilian  life? 

When  the  deleterious  effect  of  a soft  civil- 
ian life — irregular  habits,  lack  of  exercise, 
faulty  diet — leads  to  constipation,  the  use  of 
Petrogalar*  is  frequently  indicated. 

Petrogalar  adds  bland,  unabsorbable  mois- 
ture to  the  stool  to  induce  a soft,  easily  passed 
mass. 

Consider  its  use  for  the  treatment  of  con- 
stipation. Petrogalar  is  pleasant  to  take  and 
economical  to  use. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar — 


* Reg.  LJ . S.  Pal.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc 


• *3134  McCormick  Boulevard 


• Chicago,  Illinois 


IN  BISMUTH  THERAPY 


Bismuth  Ethylcamphorate 

After  the  intramuscular  injection  of  2 cc.  of  Bis- 
muth Ethylcamphorate,  a treponemicidal  level 
is  ordinarily  reached  in  forty-eight  to  seventy- 
two  hours.  This  speed  cf  effectiveness  lies  between 
that  of  water-soluble  bismuth  salts,  which  are 
faster,  and  oil  suspensions  of  bismuth  salts, 
which  are  slower.  Since  this  promptness  of 
therapeutic  action  is  coupled  with  good  duration 
of  effectiveness,  Bismuth  Ethylcamphorate 
possesses  the  advantages  of  the  "middle  way." 

Sterile  Solution  Bismuth  Ethylcamphorate  is  the 
bismuth  salt  of  ethyl  camphoric  acid  dissolved  in 
sweet  almond  oil.  It  is  available  in  boxes  of  six  and 
twenty-five  1 cc.  ampoules,  and  in  30  cc.  vials. 


“Soup 


Kitchen”  for 


Bacteria 


ACTERIA  AND  THEIR  FELLOW  TRAVELERS,  the  viruses,  are 
epicures  of  the  first  order.  Deny  them  the  right  ration  and 
they  refuse  to  go  on  living  in  the  laboratory.  Some  subsist  on 
daily  dishes  of  milk  and  potatoes,  while  others  thrive  on  beef 
tea  and  special  mixtures  of  agar,  gelatin  and  animal  juices.  The 
pneumococcus,  a finicky  fellow,  must  be  fed  the  heart  of  the 
beef  for  the  greatest  proliferation.  And  we  could  go  on  citing 
many  more  cases  of  how  science  has  satisfied  their  appetites. 

A quarter  of  a million  pounds  of  meat  were  consumed  by 
bacteria  at  Lederle  last  year.  Add  to  this  a yearly  consumption 
of  two  and  a half  million  liters  of  agar  solution,  not  to  mention 
volumes  and  volumes  of  other  culture  media,  and  you  have, 
we  believe,  the  world’s  largest  “soup  kitchen”  for  bacteria. 
Here  they  are  cultured  under  scientific  control,  allowed  to 
thrive  and  then  put  to  use  for  man’s  benefit. 

Propagation  of  micro-organisms 
and  viruses  is  a major  feature  of 
the  art  of  biological  production.  At 
Lederle  this  important  phase  is  under 
the  direction  of  a staff  of  skilled  bac- 
teriologists, long  experienced  in  mak- 
ing superior  serums,  antitoxins,  vac. 
cines  and  toxoids  for  the  prevention 
and  treatment  of  diseases  of  man  and 
animals. 


£>ederle 


I ' * _ 

Lederle  Laboratories,  Inc.,  30  Rockefeller  Plaza,  New  York,  N.  Y. 
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Take  no  one’s  word 
but  your  own 


as  to  the  advantages  of  any  one  cigarette  for  patients 
with  irritation  of  the  upper  respiratory  tract  due  to  smoking 


THE  published  studies  on  cigarette  differences  are 
merely  a starting  point.  It  is  only  when  doctors  make 
their  own  tests  ...  on  their  own  patients  who  smoke  . . . that 
they  are  fully  convinced  of  Philip  Morris  superiority. 

That  is  why  we  suggest  that  you  try  Philip  Morris 
on  your  patients.  Your  findings  will  confirm  the  pub- 
lished studies*  which  showed  that: 

ON  CHANGING  TO  PHILIP  MORIKIS 
CIGARETTES,  EVERY  CASE  OF  IRRI- 
TATION OF  THE  NOSE  AND  THROAT 
DIE  TO  SMOKING  CLEARED  COM- 
PLETELY OK  DEFINITELY  IMPROVED. 

Philip  Morris 

PHILIP  MORRIS  & CO.,  LTD.,  INC. 

119  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 


* Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154.  Laryngoscope,  Jan.  1937,  V ol.  XLV1I,  No.  1,  58-60 


TO  THE  PHYSICIAN  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine 
new  blend  — Country  Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used 
in  the  manufacture  of  Philip  Morris  Cigarettes. 


Sixty  vials  a minute,  each  vial  filled  with  exactly 
the  same  amount  as  its  predecessor.  A vial  every 
second — aseptically  stoppered  under  protecting  glass 
shields  in  a room  where  even  the  air  is  filtered.  These 
are  the  familiar  vials  of  Protamine,  Zinc  & Iletin 
(Insulin,  Lilly)  ready  to  receive  the  label  which  marks 
their  potency.  Preparations  of  Iletin  (Insulin,  Lilly) 
are  weeks  in  the  making  but  every  minute  is  spent 
under  the  direct  control  of  experts  who  know  the  art 
of  doing  things  well. 


^\»V)CTS  0f 


PRINCIPAL  OFFICES  AND  LABORATORIES,  INDIANAPOLIS,  INDIANA,  U.S.A. 


Random  Notes  of  a Sanatorium  Physician 

D.  R.  Chisholm,  m.d. 

Kealia,  Kauai 


Statistics  reveal  that  in  the  United  States  tuber- 
culosis kills  twice  as  many  people  annually  as  are 
killed  by  automobile  accidents.  About  one-third 
of  all  deaths  between  the  ages  of  fifteen  and  forty- 
five  are  due  to  tuberculosis.  Tuberculosis  is  a 
common  cause  of  death  even  in  the  aged.  Not- 
withstanding all  the  attempts  made  within  modern 
times  to  control  tuberculosis,  about  55  per  cent  of 
cases  have  advanced  disease  when  diagnosed.  Only 
about  16  per  cent  have  lesions  of  a minimal  extent 
when  first  discovered.  The  tragedy  of  this  is  that 
early  tuberculosis  is  one  of  the  most  curable  of 
diseases.  Advanced  tuberculosis  is  difficult  to  cure, 
and,  when  “cured,”  often  leaves  sequelae  which 
cripple  the  patient. 

The  private  physician  can  do  much  to  change 
the  unfavorable  ratio  of  minimal  to  advanced  cases 
of  tuberculosis.  This  should  not  be  taken  to  infer 
that  the  private  physician  is  largely  responsible  for 
the  existing  ratio.  In  the  great  majority  of  cases 
the  fault  lies  with  the  patient  and  his  circum- 
stances. Most  patients  with  advanced  disease  do 
not  consult  a physician  until  they  do  have  ad- 
vanced disease.  This,  however,  should  serve  only 
to  make  the  physician  more  alert  to  tuberculosis. 
He  should  make  it  a rule  that  no  physical  exam- 
ination is  complete  without  an  x-ray  of  the  chest. 

The  significance  of  the  fact  that  the  patient 
himself  is  usually  responsible  for  advanced  disease 
is  this : that  regardless  of  the  worthiness  of  the 
ideal  of  educating  people  to  an  awareness  of  tuber- 
culosis, the  plain  truth  of  the  matter  is  that  the 
class  of  people  who  usually  have  tuberculosis  is 
not  very  susceptible  to  education.  In  general,  there 
are  two  reasons  for  this:  First,  there  is  the  mental 
attitude  which  will  permit  advanced  disease  to 
develop.  Such  is  not  readily  dissipated  by  persu- 
asion. Secondly,  there  is  the  cold  fact  that,  in  this 
class,  the  necessity  of  continuously  maintaining 
one’s  immediate  economic  circumstances  without 
interruption — loss  of  a day’s  pay— makes  atten- 
tion to  work  more  important  than  attention  to 
health.  As  one  pitiable  indigent  recently  remarked 
to  the  writer,  “I  am  too  important  for  taking  care 
of  my  garden  than  for  taking  care  of  my  lungs.” 
The  obvious  inference  is  that  if  the  above  men- 
tioned ratio  is  to  be  reversed,  continuously  oper- 


ating, aggressive,  case-finding  efforts,  backed  by 
public  health  authority,  will  alone  turn  the  trick. 

Positive  Sputum  and  Negative  X-ray 

A patient  may  have  a sputum  positive  for 
acid-fast  organisms  and  yet  show  no  x-ray  evi- 
dence of  pulmonary  tuberculosis.  If  the  organisms 
are  true  tubercle  bacilli,  as  they  nearly  always  are, 
the  patient  has  tuberculosis.  The  tubercle  bacillus 
does  not  exist  in  the  human  body  except  as  a 
manifestation  of  disease.  Rarely,  the  combination 
of  negative  x-ray  and  positive  sputum  is  due  to 
a tuberculous  tracheobronchitis.  Usually,  how- 
ever, it  is  due  to  one  of  two  causes,  viz : ulceration 
of  caseous  hilar  nodes  into  a bronchus,  or  the 
presence  of  a cavity,  obscured  by  the  heart  sha- 
dow, in  the  subapical  portion  of  the  lower  lobe. 

When  one  considers  the  frequency  with  which 
caseous  glands  in  the  neck  lead  to  ulceration 
through  the  skin,  rupture  of  hilar  glands  into  im- 
mediately adjacent  bronchi  should  not  be  con- 
sidered a curiosity.  Although  the  difficulty  of 
confirming  or  excluding  such  a diagnosis  clinically 
is  great,  the  fact  that  caseous  hilar  glands  are  so 
much  more  common  than  caseous  cervical  glands 
would  lead  one  to  believe  that  communication  be- 
tween the  former  and  the  bronchi  is  more  frequent 
than  is  suspected.  The  development  of  such  a sinus 
tract  may  mark  the  onset  of  an  obstinate  cough 
and  persistent  “bronchitis”  in  children. 

It  is  sometimes  startling  how  frankly  an  x-ray 
taken  in  the  oblique  position,  will  reveal  the  cause 
of  a positive  sputum  to  be  a lone  cavity  lurking 
behind  the  heart  shadow  in  the  postero-anterior 
film. 

Acid-fast  organisms  in  the  sputum  are  to  be 
considered  tubercle  bacilli  until  proved  otherwise. 
This  holds  whether  the  organisms  are  found  on 
direct  smear,  by  concentrates,  or  by  culture.  Oc- 
casionally, however,  the  organism  is  a non-patho- 
genic  acid-fast.  If  the  x-ray  and  the  bronchoscope 
fail  to  demonstrate  a tuberculous  lesion,  and  acid- 
fast  organisms  can  be  repeatedly  cultured  from 
the  sputum,  one  assumes  a grave  responsibility  in 
excluding  tuberculosis  without  first  determining 
that  the  organism  is  non-pathogenic  to  the  guinea 
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pig.  The  organisms  may  be  coming  from  a tiny 
sinus  tract  between  a gland  and  a bronchus. 

Peribronchial  Tuberculosis 

The  arborescent  shadow's  which  are  visible  in 
the  lung  fields  by  x-ray,  and  which  are  normally 
most  marked  in  the  lower  part  of  the  lung,  are 
predominantly  produced  by  the  pulmonary  arteries 
and  veins.  Contrary  to  a common  conception,  these 
normal  shadows  are  not  produced  by  the  bronchi. 
The  enlargement  and  increased  density  of  these 
shadows  in  left  ventricular  failure  indicates  their 
vascular  nature. 

The  parenchymal  lymphatics  of  the  lungs 
closely  follow  the  course  of  the  vascular  markings. 
Accentuation  of  the  vascular  markings  of  the  lungs 
is  brought  about  by  any  process  which  leads  to 
perilymphatic  infiltration  and  fibrosis.  Such  a 
change  is  common  in  tuberculosis,  but  it  is  also 
very  common  in  other  pulmonary  conditions.  It 
may  persist  for  months  following  the  resolution 
of  lobar  pneumonia,  bronchopneumonia,  or  any 
type  of  pneumonitis.  It  may  persist  for  years  fol- 
lowing complete  arrest  of  a primary  or  secondary 
tuberculous  infiltration.  It  is  common  in  chronic 
sinus  infection.  It  is  often  seen  in  children  who 
have  a negative  Mantoux  reaction. 

It  is  important  not  to  conceive  of  “peribron- 
chial infiltration”  as  a tuberculous  entity.  Increas- 
ed density  of  the  perivascular  markings  to  the 
upper  lobes  may  or  may  not  be  of  tuberculous 
origin.  If  of  tuberculous  origin,  they  may  repre- 
sent merely  the  lymphatic  fibrosis  of  a parenchymal 
lesion  long  since  absorbed  and  arrested.  In  such 
cases  they  have  no  more  significance  than  any 
other  well  healed  scar  within  the  lungs.  There  is 
no  justification  for  saddling  a patient  with  the 
diagnosis  of  “peribronchial  tuberculosis”  merely 
because  of  accentuated  lung  markings.  If  the  phy- 
sician reading  the  plate  is  not  sufficiently  sure  of 
the  pathology  and  its  significance,  serial  plates  at 
intervals  of  a few  months  will  soon  tell  him  wheth- 
er the  increased  markings  are  significant  or  not. 
Of  course,  with  a definite  history  of  pulmonary 
tuberculosis,  all  patients,  whether  they  do  or  do 
not  have  increased  perivascular  markings,  should 
have  periodic  x-ray  examinations. 

The  X-ray  versus  the  Stethoscope  in  the 
Early  Diagnosis  of  Tuberculosis 

The  Subcommittee  on  Case-finding  Procedures 
in  Tuberculosis  of  the  American  Public  Health 
Association,  commenting  on  the  diagnosis  of  pul- 


monary tuberculosis  by  percussion  and  ausculta- 
tion, states:1  “.  . . experience  has  now  clearly  in- 
dicated that  the  early  or  minimal  lesions  are  al- 
most invariably  missed  by  this  method,  and,  as  a 
matter  of  fact,  many  of  the  more  advanced  lesions 
are  not  detected  by  a large  number  of  examiners.” 

Experience,  too,  based  on  controlled  series, 
shows  that  fluoroscopic  examination  is  unable  to 
detect  many  early  cases  of  tuberculosis. 

The  Mantoux  test  does  not  differentiate  be- 
tween active  and  arrested  disease. 

A positive  sputum  is  the  only  absolute  proof 
of  the  presence  of  tuberculosis,  but  extensive  dis- 
ease may  exist  with  a negative  sputum. 

The  x-ray,  read  by  a qualified  physician,  will 
present  optical  proof  of  the  presence  of  even  very 
small  pulmonary  infiltrations ; and  any  abnormal 
infiltration,  no  matter  w'hat  its  pathological  nature, 
should  be  followed  by  serial  x-rays  until  its  sig- 
nificance is  revealed.  When  the  infiltration  is 
tuberculous,  the  evidence  of  serial  plates  may  not 
be  absolute,  but  it  w’ill  be  so  strongly  presumptive 
that  little  doubt  will  remain  as  to  what  course  of 
treatment  is  indicated. 

The  conclusion,  then,  is  that  in  the  absence  of 
a positive  sputum  there  is  only  one  way  in  which  to 
discover  the  early  tuberculous  infiltration,  and 
that  is  to  take  an  x-ray.  All  other  methods  are 
grossly  and  morally  inadequate. 

A Frequently  Diagnosed  Rarity 

True,  primary,  chronic  bronchitis  is  a rare 
entity.  Yet  it  is  very  commonly  diagnosed.  To 
diagnose  it,  and  to  prescribe  for  the  chief  com- 
plaint, cough,  without  looking  for  the  cause  of 
that  cough,  is  as  serious  a dereliction  of  medical 
morals  as  the  prescribing  of  morphine  for  ab- 
dominal pain  without  ascertaining  the  cause  of 
that  pain.  Among  the  causes  of  “chronic  bronchi- 
tis” may  be : bronchiectasis,  tuberculosis,  emphy- 
sema, left  ventricular  failure,  aneurism,  chronic 
lung  abscess  or  its  sequelae,  and  bronchial  tumors. 
Chronic  sinus  infection  is  always  a cause  to  be 
considered.  In  children,  two  common  causes  of 
chronic  cough  are  foreign  bodies  in  the  lungs  and 
a purulent  rhinitis  due  to  foreign  bodies  in  the 
nose.  The  writer  has  seen  several  cases  of  chronic 
bronchitis  in  children  clear  up  after  wads  of  foul- 
smelling newspaper  and  toilet  paper  had  been 
removed  from  the  nasal  cavities.  Children  love 
to  experiment  with  their  orifices. 

1.  National  Tuberculosis  Association:  “A  Manual  of  Tuberculosis 
Case-Finding,”  1940,  p.  31. 
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The  physician  who  diligently  searches  for  the 
cause  of  his  patients’  coughs  will  seldom  make 
the  diagnosis  of  a primary  chronic  bronchitis. 

Asthmatoid  Breathing 

Asthma  and  the  Heart 

It  is  important  to  keep  in  mind  that  the  type 
of  breathing  usually  considered  characteristic  of 
allergic  asthma  is  by  no  means  pathognomonic  of 
allergic  bronchial  constriction.  Identical  paroxys- 
mal breathing,  including  the  musical  rales,  often 
occurs  in  pulmonary  fibrosis,  and  commonly,  of 
course,  in  left  ventricular  failure.  However,  the 
primary  cause  of  such  breathing  apparently  need 
not  necessarily  be  a diffuse  encroachment  on 
bronchial  diameter.  The  writer  can  recall  a case 
of  asthma  diagnosed  by  a prominent  physician. 
When  the  patient  died,  the  uncontrollable  asthma 
was  found  at  post  mortem  to  be  due  to  an  aneur- 
ism. A patient  seen  recently  with  a history  of 
asthma  lasting  three  weeks  turned  out  to  have  a 
tuberculous  pericarditis  with  effusion. 

Asthmatics  seldom  die  of  asthma.  This  is  a 
common  impression,  and  it  appears  to  be  true. 
Asthmatics  commonly  die  of  right  heart  failure. 
This  is  a common  impression,  but  there  appears 
to  be  good  reason  to  question  its  truth.  Rubin, 
after  a very  thorough  investigation  of  the  heart 
in  asthma  and  emphysema  concluded  that  cardiac 
enlargement  in  long-standing  emphysema  and 
asthma  is  rare.2  Right  ventricular  enlargement 
was  the  rarest  finding  in  Rubin’s  cases.  Many 
asthmatics  appear  to  die  of  right  sided  heart  failure 
because  all  long-standing  asthmatics  have  emphy- 
sema. Kountz  and  Alexander  of  Washington  Uni- 
versity School  of  Medicine  have  shown  that  the 
venous  backpressure  and  anoxemia  of  advanced 
emphysema  will  produce  a syndrome  (rapid  heart, 
dyspnea,  cyanosis,  and  dependent  edema)  so 
closely  resembling  heart  failure  that  careful  con- 
sidera  ion  of  the  differential  diagnosis  is  necessary. 
Rubin  quotes  post-mortem  evidence  as  revealing 
that  the  effect  on  the  right  ventricle  of  capillary 
obliteration  in  the  emphysematous  lung  has  been 
grossly  exaggerated. 

When  one  considers  how  effectively  the  raised 
intrathoracic  pressure'  of  advanced  emphysema 
protects  the  heart  from  an  increased  venous  re- 
turn, it  is  easy  to  see  why  the  heart  is  seldom 
enlarged  in  emphysema  and  asthma,  and  why  true 
heart  failure  may  perhaps  be  even  less  common  in 
this  group  of  patients  than  it  is  in  the  population 
as  a whole. 

2.  Rubin,  E.  L. : Size  of  Heart  in  Asthma  and  Emphvsema,  Lan- 
cet 2:1089  (Nov.  7)  1936. 


Bronchitis  is  often  a Silent  Disease, 
Especially  in  Children 

Bronchiectasis  is  a very  common  disease. 
Hemoptysis  is  a very  common  symptom  of  bron- 
chiectasis. All  patients  with  bronchiectasis  do  not 
have  profuse  sputum,  and  in  many  of  those  in 
whom  the  sputum  is  profuse  it  is  not  foul-smell- 
ing. The  patient  with  the  least  expectoration  may 
he  the  one  with  the  foulest  breath 

Many  bronchieciatics  have  little  or  no  indica- 
tion of  their  pulmonary  pathology  until  they  de- 
velop an  acute  respiratory  infection.  Prolonged 
mucopurulent  expectoration  following  attacks  of 
the  common  cold  in  a person  who  ordinarily  has 
a slight,  almost  non-productive  cough  should 
arouse  a strong  suspicion  of  bronchiectasis. 

The  Treatment  of  Lung  Abscess 

Ten  years  ago,  physicians  and  surgeons  were 
arguing  among  themselves  as  to  whether  acute 
pulmonary  abscess  should  be  treated  by  operative 
or  non-operative  measures.  The  mortality  from 
medical  and  delayed  surgical  treatment  averaged 
around  35  per  cent.  To-day,  based  almost  entirely 
on  principles  conceived  and  practiced  by  Xeuhof, 
the  mortality  from  acute  lung  abscess  may  be  held 
as  low  as  4 per  cent. 

Except  in  some  cases  of  acute  aerobic  (usually 
bronchopneumonic)  abscesses,  acute  pulmonary 
abscess  should  be  submitted  to  early  operation 
and  drainage  under  local  anesthesia.  The  sequelae 
of  chronic  bronchial  suppuration  and  pulmonary 
fibrosis  in  abscesses  “cured"  by  a non-intervention 
policy  may  be  the  price  of  such  conservatism.  The 
fact  that  an  occasional  abscess  will  clear  up  with- 
out sequelae  under  non-operative  treatment  is  not 
an  argument  for  delaying  surgical  treatment. 

Interpretation  of  X-ray  Films 

Please  do  not  ask  your  roentgenologist  or 
other  consultant  to  read  any  x-ray  without  first 
supplying  him  with  the  clinical  history.  An  x-ray 
is  only  a shadow.  The  clinical  history  is  often  the 
only  clue  to  its  cause.  An  infiltration  along  the 
lower  lobe  bronchi  may  be  bronchopneumonic, 
tuberculous,  or  malignant ; it  may  represent  bron- 
chiectasis, influenzal  pneumonitis,  or  left  heart 
failure.  A radiating  hilar  shadow  may  represent 
beginning  lobar  pneumonia,  hilum  pneumonia, 
lung  abscess,  tuberculosis,  Hodgkin’s  disease,  or 
an  interlobar  effusion.  It  makes  a lot  of  difference 
whether  that  cavity  in  the  upper  lobe  is  accom- 
panied by  a positive  sputum,  by  a putrid  sputum, 
or  by  a fluctuating  swelling  in  the  supraclavicular 
fossa  containing  “sulfur  granule”  pus. 
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A disease  characterized  by  recurring  attacks 
of  vertigo  and  unilateral  deafness  was  first  recog- 
nized by  Meniere,  a Frenchman,  in  1861,  as  as- 
sociated with  a lesion  in  the  peripheral  vestibular 
organ.  He  found  what  is  now  recognized  as  a 
hemorrhagic  purulent  exudate  throughout  the 
semicircular  canals,  and  it  was  not  unnatural  that 
the  hemorrhagic  content  of  the  exudate  should  have 
been  regarded  as  the  cause  of  the  disease — a con- 
cept which  is  even  at  the  present  time  difficult  to 
overcome. 

In  Meniere’s  disease,  vertigo  and  reduced 
hearing  are  perhaps  the  two  essential  symptoms 
noted.  However,  only  rarely  are  the  other  symp- 
toms— nausea,  vomiting,  tinnitus,  shock,  and  even 
diarrhea— absent  in  some  of  the  attacks. 

Pathological  Physiology 

Because  in  Meniere’s  disease  the  attacks  are 
paroxysmal  and  the  mortality  low,  it  can  rarely 
he  studied  histologically,  and  thus  it  has  usually 
been  classified  not  as  a disease  entity  but  rather 
as  a combination  of  symptoms  which  may  occur 
as  a result  of  any  one  of  several  widely  separated 
lesions,  namely : 

( 1 ) pressure  on,  or  neuritis  of,  the  auditory 
vestibular  apparatus — a belief  held  by  Dandy; 

(2)  circulatory  disturbances  — a hypothesis 
held  by  Brunner,  who  concludes  that  Meniere’s 
disease  might  better  be  called  “otitis  interna  vaso- 
motoria ;’’ 

(3)  disturbance  of  the  peripheral  end  organs 
of  the  vestibular  apparatus  rather  than  the  central 
ones — Crowe  holds  this  view,  which  is  entirely 
opposite  to  that  held  by  his  colleague,  Dandy ; 

(4)  increased  pressure  in  the  semicircular 
canals,  attributed  to  faulty  water  metabolism  which 
allows  water  to  collect  within  the  cells,  resulting 
in  overloading  of  the  fluid  in  the  labyrinth.  My- 
gind,  Dederding  and  Furstenberg  are  its  advo- 
cates, directing  their  treatment  toward  a reduction 
of  the  edema  by  diminishing  the  fluid  intake  and 
by  giving  a salt-free  diet ; 


(5)  disturbances  of  electrolyte  concentration 
and  degree  of  hydration  of  the  blood— a cause 
suggested  by  Talbot  and  Brown,  who  conclude 
that  “there  is  a gradual  accumulation  of  evidence 
which  supports  the  suggestion  that  the  conduction 
of  the  nerve  impulses  is  probably  associated  with 
an  optimal  concentration  of  potassium  in  the  sur- 
rounding medium.  Any  alteration  of  this  concen- 
tration may  upset  a delicate  mechanism 

(6)  local  alteration  in  the  permeability  of  the 
capillary  wall,  resulting  in  local  edema,  one  of  the 
reasons  for  the  attack  being  an  overproduction  of 
histamine — an  agent  which  affects  capillary  per- 
meability. Sheldon  and  Horton,  in  their  thera- 
peutic tests  to  differentiate  specific  types  of  head- 
aches, “discovered”  this  practical  use  of  “desen- 
sitization” with  histamine. 

In  the  literature  studied  by  Shambaugh,  four 
cases  of  Meniere’s  disease  with  histologic  studies 
are  described.  The  similarity  of  the  findings  is 
striking.  Hallpike  described  three  and  the  fourth 
was  added  by  Yamakawa.  The  findings  are  essen- 
tially a marked  dilatation  of  the  ductus  cochlearis 
with  displacement  of  Reisener’s  membrane,  and 
usually  the  presence  of  some  albumin  or  colloid 
material  in  the  cochlear  duct  or  in  the  ductus  or 
saccus  endolymphaticus.  The  essential  pathological 
physiology  is  thus  an  abnormal  amount  of  endo- 
lymph  with  probably  some  abnormality  of  its  con- 
stituents. 

The  response  to  present  clinical  therapeutic 
measures  would  suggest  several  possible  mecha- 
nisms. The  disappearance  of  symptoms  following 
the  removal  of  foci  of  infection  or  of  an  allergic 
factor  perhaps  indicates  that  these  factors  may  be 
responsible  for  the  increase  of  endolymph  and  ac- 
cumulation of  serum  mixed  with  endolymph.  Any 
treatment  that  diminishes  the  tendency  to  edema, 
whether  it  be  by  limiting  the  intake  of  sodium  or 
limiting  the  total  intake  of  fluid,  is  in  harmony 
with  the  histologic  findings  of  abnormal  accumula- 
tion of  endolymph. 

It  is  recognized,  however,  that  all  cases  are 
not  alike,  the  attacks  of  vertigo  varying  in  degree 
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of  severity  and  in  periodicity  of  recurrence.  Nau- 
sea, vomiting  and  tinnitus  are  not  always  present 
and  vary  greatly  in  degree.  For  this  reason  there 
is  a tendency  to  differentiate  between  milder  at- 
tacks which  occur  without  all  the  recognized  symp- 
toms and  the  Meniere’s  syndrome.  Crowe  con- 
siders the  presence  of  recurring  vertigo  alone, 
without  deafness  or  tinnitus,  sufficient  evidence 
upon  which  to  base  the  diagnosis. 

The  presence  of  tinnitus  and  varying  degrees 
of  deafness  probably  indicates  that  the  process 
involves  the  cochlea  as  well  as  the  labyrinth.  The 
degree  and  extent  of  involvement  will  determine 
the  major  presenting  symptoms  observed  clinical- 
ly. These  clinical  observations  are  in  keeping  with 
the  observations  of  Hallpike  and  Yamakawa. 
Shambaugh  adds  that  in  Meniere’s  disease,  dip- 
lacusis  is  always  present  when  the  hearing  is  af- 
fected and  concludes  that  this  is  proof  of  involve- 
ment of  the  membranous  labyrinth  by  edema,  since 
diplacusis  cannot  be  produced  by  a lesion  of  the 
nerve  or  of  the  central  pathways. 

An  excellent  review  of  the  clinical  considera- 
tion of  vertigo  is  given  by  Shuster;  it  will  not  be 
discussed  here.  The  author  has  seen  14  cases,  of 
which  4 are  reported  here. 

Case  Reports 

Case  1.  D.P.,  a two  and  a half  year  old  boy,  was  seen 
in  January,  1942.  His  mother  said  he  had  attacks  in  which 
he  would  fall  to  the  right,  the  attack  lasting  not  more  than 
a minute.  The  attacks  had  begun  gradually  six  months 
before  and  were  progressively  getting  worse.  The  child 
was  able  to  talk  during  the  attack  and,  saying  “all  gone, 
all  gone”  he  would  pick  himself  up  after  staggering  to 
the  right.  There  was  no  nystagmus  during  the  attacks. 
He  had  had  whooping  cough  at  the  age  of  four  months ; 
the  past  history  was  otherwise  not  contributory. 

General  physical  examination  revealed  no  abnormal 
findings.  A caloric  test  revealed  no  response  from  the 
right  horizontal  canal.  The  left  showed  a normal  response. 
A diagnosis  of  Meniere’s  disease  was  made,  although  we 
did  not  hazard  a guess  as  to  the  cause.  Two  weeks  later, 
he  developed  a right  acute  suppurative  otitis  media.  A 
myringotomy  was  done,  followed  by  an  adenoidectomy. 
In  the  three  months  under  observation,  he  has  had  but 
four  attacks. 

Meniere’s  disease  is  almost  exclusively  a disease 
of  middle  age  or  advanced  age  but  the  foregoing 
is  a case  where  the  recurrent  vertigo  began  at  two 
years  of  age  and  where  removal  of  a focus  of  in- 
fection brought  on  improvement. 


Case  2.  I.T.,  a 52  year  old  man,  was  first  seen  on  April 
14,  1942,  with  complaints  of  having  dizzy  spells  which 
left  him  extremely  weak.  The  condition  had  started  three 
years  before.  The  patient  had  experienced  three  identical 
attacks  during  1941,  each  lasting  from  two  to  four  hours. 


Examination  revealed  an  allergic  rhinitis  with  multiple 
nasal  polypi.  In  1936,  he  had  had  a polypoidectomy.  In  the 
left  ear,  air  conduction  was  absent  in  the  512-,  1024-,  and 
2048-frequency  tuning  forks.  The  Rinne  was  positive,  with 
no  lateralization  of  bone  conduction.  When  he  was  seen, 
his  attack  had  already  lasted  four  hours,  and  he  was 
therefore  given  histamine  intravenously;  2.75  mgm.  of 
histamine  diphosphate  in  250  c.c.  of  physiologic  saline 
solution  eradicated  the  acute  symptoms  of  vertigo,  nausea, 
and  vomiting. 

In  acute  Meniere’s  disease,  it  is  usually  im- 
possible to  give  any  type  of  medication  by  mouth 
because  of  the  associated  nausea  and  vomiting. 
Histamine  has  this  one  chief  advantage  over  other 
types  of  therapy. 

The  mechanism  involved  in  this  case  may  have 
been  an  allergic  condition  resulting  in  edema  and 
accumulation  of  fluid  gradually  encroaching  upon 
the  cochlear  portion  as  shown  by  bis  reduced 
hearing  on  the  left.  This  patient  complained  of  no 
tinnitus.  Diplacusis  was  not  noted. 


Case  3.  E.H.,  a 54  year  old  woman,  was  first  seen 
in  December,  1941,  because  of  attacks  of  dizziness,  nausea, 
and  vomiting.  The  first  attack  occurred  some  three  years 
before,  but,  in  the  past  five  months,  she  had  averaged  one 
a week.  Tliese  attacks  usually  lasted  for  two  hours;  the 
longest  had  lasted  for  three  days.  Each  attack  of  vertigo 
was  accompanied  by  shock  and  an  acute  attack  of  diarrhea. 
She  dates  her  diminished  hearing  and  constant  tinnitus 
of  the  left  ear  from  about  three  years  ago.  In  the  past 
month,  she  had  been  doctoring  herself  by  taking  “gas 
tablets  every  day  and  was  now  seeking  medical  care  not 
for  her  nausea,  but  because  she  was  having  more  attacks 
of  vertigo.  There  was  no  history  of  allergy. 

Examination  revealed  hypertrophic  granulation  tissue 
in  the  post-pharyngeal  wall.  The  membrana  tympani  were 
normal  in  both  ears.  Hearing  test  revealed  reduced  res- 
ponse to  tuning  forks  in  all  frequencies  (negative  Schwa- 
bach),  and  a positive  Rinne  with  no  lateralization  of  bone 
conduction.  The  Barany  test  was  normal,  though  the 
caloric  test  showed  slight  delay  in  the  left  ear,  responding 
in  1 minute  40  seconds  (normal  40  seconds).  Patient  was 
taken  off  the  “gas  tablets”  (which  proved  to  be  a sodium 
bicarbonate  compound)  and  put  on  Furstenberg’s  program 
of  a salt-free  neutral  diet  and  six  capsules  of  7(4  grains 
(0.5  grams)  of  ammonium  chloride  three  times  a day 
for  three  days,  then  omitted  for  two  days.  (Ammonium 
chloride  is  strongly  acid,  and,  being  excreted  as  urea  and 
sodium  chloride,  assists  in  ridding  the  body  of  surplus 
accumulations  of  sodium  in  edema  fluid.  After  about  three 
days,  however,  the  kidneys  “learn”  to  excrete  the  am- 
monium radical  as  such  instead  of  as  urea : hence  the 
two-day  intermission,  after  which  ammonium  is  again 
excreted  as  urea.)  Our  experience  is  that  enteric  coated 
tablets  are  less  effective  than  the  plain  tablets.  The  re- 
sults have  been  splendid. 


The  diagnostic  feature  here  is  the  presence  of 
all  cardinal  symptoms,  indicating  extensive  in- 
volvement of  both  the  labyrinths  and  the  cochleas. 
Dietary  mistakes  or  medicine  containing  sodium 
salts  precipitate  attacks  in  some  patients. 
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Case  4.  J.D.T.,  a 32  year  old  man,  was  first  seen  in 
November,  1941,  with  an  attack  of  vertigo,  nausea,  and 
vomiting,  and  in  semi-shock.  During  the  attack  he  noticed 
ringing  in  the  right  ear.  These  attacks  had  been  occurring 
for  three  years;  they  usually  lasted  from  five  to  twelve 
hours,  and  the  patient  claimed  they  were  precipitated  if 
lie  did  not  take  a daily  enema  of  soda  and  warm  water. 
He  had  lost  seven  pounds  in  one  month  and  complained 
of  a dull  headache  which  he  described  as  a “pressure” 
inside  the  skull.  He  had  noticed  progressive  deafness  in 
his  right  ear  for  the  past  three  years. 

Examination  revealed  a diminished  Schwabach  to  the 
right,  a negative  Rinne,  and  a lateralization  to  the  right 
in  bone  conduction.  A nasopharyngoscopic  examination 
revealed  a mucopurulent  reservoir  in  the  spheno-ethmoidal 
recess  with  a slight  deflection  of  the  nasal  septum. 

A submucous  resection  was  done  in  December,  1941, 
which  apparently  did  not  contribute  toward  reducing 
either  the  frequency  or  the  severity  of  the  attacks.  For 
immediate  treatment  he  was  put  on  histamine,  which 
brought  a prompt  response.  He  is  now  on  the  salt-free 
diet  and  ammonium  chloride  regime  of  Furstenberg.  For 
the  past  six  months,  his  attacks  have  been  reduced  from 
once  every  week  to  once  a month.  His  last  severe  attack 
was  on  March  15,  1942,  from  which  date  he  has  com- 
plained of  increased  recurrences  of  tinnitus.  This  patient 
is  able  to  sense — like  an  epileptic  with  his  “aura” — an 
impending  attack.  We  have  found  that  .275  mgm.  of 
histamine  diphosphate  usually  alleviates  the  symptoms. 

The  diagnostic  feature  of  this  case  is  the  ad- 
vanced state  of  the  disease. 

Additional  Symptoms 

In  6 of  the  14  cases  seen,  headache  was  one  of 
the  cardinal  symptoms.  This  has  been  described 
variously  as  follows : “Feel  as  though  some  one  is 
hammering  inside  against  the  skull  on  my  left 
side" ; “Throbbing  headache  on  the  right  half  of 
the  head  from  inside  the  eye  to  the  back  of  my 
neck”;  “My  headache  comes  before  the  dizziness.” 
Usually  the  patients  have  taken  headache  pills,  or 
they  may  have  had  an  anodyne  prescribed  for  them 
or  have  received  therapeutic  tests  with  ergotamine 
to  rule  out  migraine  or  erythromelalgia  of  the 
head.  Careful  history  often  clears  the  patient’s 
misinterpretation  of  these  headaches  as  that  of  an 
attack  of  vertigo. 

We  have  likewise  noticed  tinnitus  accompany- 
ing the  attacks  of  vertigo  in  5 of  the  14  cases, 
leaving  them  free  from  ringing  in  the  ears  between 
attacks.  One  had  a constant  tinnitus. 

Conclusion 

In  Meniere’s  disease,  vertigo  is  the  essential 
feature ; it  represents  a local  process  involving 
the  labyrinth.  The  degree  and  extent  of  involve- 
ment of  the  labyrinth  and  cochlea  will  determine 


the  major  symptoms  observed  clinically.  It  is  pos- 
sible that  progressive  deafness  without  obvious 
cause  may  be  the  result  of  primary  involvement 
of  the  cochlea. 

Departure  from  the  normal  physiological  res- 
ponse (caloric  test)  indicates  advanced  stages  of 
the  disease  process.  In  most  cases  the  caloric  tests 
give  results  within  normal  physiological  limits. 
Because  of  this  sequence  of  the  disease,  a perfect 
treatment  for  Meniere’s  disease  has  not  been  an- 
nounced. The  present  report  is  actuated  primarily 
by  the  desire  to  contribute  to  the  clinical  study  of 
cases  of  recurrent  vertigo,  which,  it  is  to  be  ex- 
pected, will  be  encountered  from  time  to  time  in 
patients  suffering  from  Meniere’s  disease. 
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The  Loeffler  Syndrome 

Report  of  a Case 

L.  Clagett  Beck,  m.d. 

Koloa,  Kauai 


In  1931  Loeffler  described  transient  pulmonary 
infiltrations  associated  with  varying  degrees  of 
eosinophilia.  Aside  from  this  finding,  emphasis 
was  not  placed  on  the  allergic  relationship  until 
other  investigators  noted  the  constant  association 
of  an  allergic  state  with  this  clinical  picture  which 
has  since  come  to  bear  tbe  name  of  “Loeffler 
syndrome.” 

This  syndrome  usually  occurs  in  children 
Asthma  is  the  most  frequently  associated  allergic 
manifestation,  although  all  other  types  of  allergy 
have  been  noted.  Whenever  a definite  etiologic 
agent  has  been  discovered,  which  has  been  infre- 
quent, it  has  most  often  been  found  to  be  an 
intestinal  parasite. 

Hoff  and  Hicks  found  in  reviewing  the  liter- 
ature that  eosinophilia  occurred  in  about  tbe  same 
proportion  and  degree  in  this  syndrome  as  in  other 
allergic  conditions.  They  pointed  out  that  though 
there  may  in  rare  instances  be  an  absence  of 
eosinophiles,  they  may  occasionally  rise  as  high  as 
60  per  cent  or  more. 

The  x-ray  picture  described  by  Loeffler,  and 
that  which  is  usually  encountered,  is  one  in  which 
pulmonary  infiltration  occurs  in  varying  degrees 
most  frequently  in  the  bases,  and  shifts  or  changes 
its  position  from  time  to  time.  Often  the  roent- 
genogram made  in  the  routine  examination  of  an 
asthmatic  or  other  allergic  patient  will  call  atten- 
tion to  the  diagnosis.  The  areas  of  infiltration  tend 
to  disappear  very  rapidly,  leaving  only  a fine, 
fibrous,  honey-comb  type  of  scar,  often  to  reappear 
in  a new  location  with  any  recrudescence. 

The  case  presented  is  one  in  which  there  was 
a marked  allergic  reaction,  with  only  slight  eosino- 
philia, and  in  which  the  etiologic  agent  was  dis- 
covered. 

Case  Report 

E.  M.,  a 15  year  old  Puerto  Rican  girl,  was  admitted 
to  the  Koloa  Hospital  on  the  evening  of  March  26,  1942, 
complaining  of  generalized  malaise  and  a rather  severe 
non-productive  hacking  cough  occurring  in  paroxysms 
for  the  last  week.  Two  days  prior  to  admission  wheals- 
appeared  over  the  abdomen,  spreading  out  over  the 
proximal  half  of  all  extremities,  including  the  neck  and 
face.  She  believed  she  had  had  a fever  during  this  time. 

Past  history  revealed  that,  while  otherwise  well  until 
the  onset  of  the  present  illness,  she  had  frequently  suf- 


fered from  rather  typical  asthma  since  early  childhood. 
There  was  no  tuberculosis  in  the  family  and  she  had  not 
knowingly  been  exposed  to  tuberculosis.  There  had  been 
no  weight  loss;  her  maximum  weight  was  110  pounds, 
shortly  prior  to  admission.  Past  history  was  otherwise 
entirely  negative. 

Physical  examination  revealed  a young,  well  develop 
ed  and  well  nourished  girl  who  looked  ill.  Her  face  and 
trunk  were  flushed  and  covered  with  discrete  and  con- 
fluent wheals  which  extended  down  onto  the  arms  and 
legs.  The  patient  had  a dry,  hacking,  non-productive 
cough ; such  sputum  as  could  be  obtained  was  devoid  of 
frothiness,  blood  tipging,  or  any  special  characteristics. 
There  was  increased  lacrimation.  The  pharynx  was  clear. 
The  tonsils  were  enlarged,  but  appeared  innocuous,  and 
no  pus  could  be  expressed  from  them.  The  breath  had  a 
fetid  odor  and  the  patient  complained  of  a bad  taste  in 
her  mouth.  The  lymph  nodes  were  not  enlarged.  The 
chest  was  symmetrical  and  expansion  was  about  equal 
on  both  sides.  Percussion  revealed  a very  definite  area  of 
dullness  over  the  left  lower  back  of  the  chest,  toward 
the  spine.  Moist  and  crackling  rales  were  heard  over 
both  bases,  anteriorly  and  posteriorly,  and  occasional 
fine  rales  were  heard  toward  the  left  apex  in  the  region 
of  the  second  and  third  interspaces.  Vocal  fremitus  was 
increased  and  pectoriloquy  was  present  over  the  left 
lower  chest  in  the  back.  No  limitation  of  the  excursion 
of  the  diaphragms  on  either  side  was  noted.  The  remain- 
der of  the  physical  examination  was  negative. 

In  spite  of  these  findings,  the  mouth  temperature  was 
only  99  F.  on  admission,  without  any  previous  medica- 
tion. The  leukocyte  count  taken  at  this  time  was  34,350 ; 
the  differential  count  showed  75  per  cent  polymorpho- 
nuclears,  3 per  cent  eosinophiles,  and  22  per  cent  lym- 
phocytes. There  was  a trace  of  albumin  in  the  urine. 

Chest  x-ray  taken  on  the  night  of  admission  showed 
an  area  of  infiltration  in  the  lower  lobe  of  the  left  lung 
at  the  diaphragm,  extending  from  the  midline  from  be- 
hind the  heart  shadow.  A second  less  dense  area  of 
infiltration  was  visible  near  the  left  apex. 

Only  a small  amount  of  muco-purulent  sputum  could 
be  obtained  for  typing  and  here  pneumococci  were  con- 
spicuous by  their  relative  absence.  After  considerable 
search  and  typing,  it  was  thought  that  a type  7 pneumo- 
coccus was  found.  On  this  basis  sulfapyridine  therapy 
was  started.  The  patient  was  also  given  adrenalin,  which 
seemed  to  have  an  even  more  transitory  effect  than  is 
usually  encountered  in  urticaria. 

On  the  third  hospital  day,  the  patient  complained  of 
pain  in  the  left  side  of  the  chest  just  outside  of  the  pre- 
cordial region,  and  for  the  first  time  complained  of  pru- 
ritus from  the  urticaria.  The  white  blood  count  had  risen 
to  23,450,  though  it  had  dropped  on  the  intervening  days 
to  levels  around  16,000.  The  temperature  had  risen  to 
101.2  F.  and  the  patient  was  more  restless.  A chest  x-ray 
taken  at  this  time  showed  that  the  area  of  infiltration  in 
the  apex  had  moved  upward  and  away  from  the  medias- 
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tinum,  and  that  in  the  region  of  the  left  base  the  infiltra- 
tion had  shifted  upward  about  an  inch,  leaving  an  area  of 
clear  lung  tissue  in  between. 

The  sulfapyridine  was  discontinued.  The  temperature 
gradually  returned  to  normal  in  the  next  two  days  and 
did  not  rise  again.  The  pain  in  the  chest  abated  somewhat, 
although  the  patient  continued  to  appear  just  as  ill  and  the 
urticaria  remained  unchanged.  Another  x-ray  of  the  chest 
on  March  31  showed  essentially  the  same  picture  as  before, 
except  that  the  area  of  infiltration  in  the  apex  was  less 
dense.  The  leukocyte  count  had  dropped  to  9,700,  while 
the  differential  count  remained  about  the  same.  The 
Mantoux  test  was  found  to  be  negative. 

On  April  2 the  patient’s  stool  was  discovered  to  be 
heavily  infested  with  ova  of  strongyloides  intestinalis  and 
ascaris.  The  patient  was  given  Sharp  & Dohme  ‘Crystal- 
oids’,  following  which  several  ascaris  were  passed.  The 
stools  were  negative  thereafter.  The  day  after  this  treat- 
ment the  patient  suddenly  showed  marked  improvement : 
her  urticaria  had  entirely  disappeared  and  she  appeared 
bright  and  alert. 

A chest  x-ray  on  April  8 showed  that  the  infiltration 
at  the  left  apex  had  entirely  disappeared  and  the  infiltra- 
tion at  the  left  base  had  become  much  smaller  and  much 
less  dense.  On  April  10  the  patient  was  discharged  from 
the  hospital  entirely  asymptomatic,  and  when  seen  on 
subsequent  visits  to  the  office  had  no  signs  of  recurrence. 

Discussion 

This  case  seems  to  demonstrate  several  inter- 
esting points.  The  peculiar  characteristics  of  the 
transitory  and  shifting  pulmonary  infiltrations  are 
to  he  seen  in  the  accompanying  illustrations. 

At  no  time  in  this  patient  did  the  eosinophilia 
exceed  6 per  cent,  although  it  was  always  present 
to  the  extent  of  at  least  3 per  cent.  Such  a low 
eosinophile  count,  though  not  common,  is  said  to 
occur  in  a small  proportion  of  other  allergic  states. 

While  in  the  majority  of  cases  it  has  been 
impossible  to  find  the  etiologic  agent  for  the  un- 
derlying allergic  condition,  it  has  most  often  been 
traced — when  found  at  all — to  an  intestinal  para- 
site. In  this  case  two  separate  parasites  were  found, 
strongyloides  intestinalis  and  ascaris,  both  of  them 
very  frequently  harbored  in  the  Puerto  Ricans  in 
Hawaii.  Furthermore,  as  in  the  Hoff  and  Hicks 
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case* 1 2 3 4  and  others  in  which  the  agent  was  found 
and  immediately  removed,  the  disappearance  of 
symptoms  was  almost  dramatic. 

This  case  appears  to  fulfill  very  adequately 
the  clinical  picture  of  the  Loeffler  syndrome  as  set 
down  in  the  literature. 

Summary 

A case  of  the  Loeffler  syndrome  is  presented 
in  which  the  disappearance  of  clinical  signs  and 
symptoms  immediately  followed  the  removal  of  a 
probable  etiologic  agent  or  agents. 

This  case  is  typical  of  the  Loeffler  syndrome 
in  that  it  occurred  in  a young  individual.  There 
was  never  any  marked  elevation  of  temperature  in 
proportion  to  the  apparent  illness  of  the  patient. 
X-ray  findings  showed  pulmonary  infiltrations  in 
the  left  base  and  left  apical  region,  both  of  which 
shifted  somewhat  during  the  course  of  the  disease, 
the  former  upward  and  the  latter  outward.  The 
apical  infiltration  varied  considerably  in  intensity 
before  specific  treatment  was  instituted.  Although 
the  patient  gave  a history  of  asthma  from  child- 
hood, the  allergic  manifestation  at  the  time  of  the 
present  illness  was  a severe  urticaria.  The  eosino- 
philia was  lower  than  in  the  majority  of  cases  of 
this  syndrome.  The  probable  etiologic  agents,  in- 
testinal parasites,  were  found,  and  upon  their  re- 
moval all  signs  and  symptoms  promptly  disap- 
peared. 

881  Young  st. 

Honolulu 
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Massive  Dose  Arsenotherapi]  of  Early  Syphilis 

Adapted  to  Plantation  Use:  Report  of  Nine  Cases 

Sam  R.  Wallis,  m.d. 

Lihue,  Kauai 


“Fools  rush  in  where  angels  fear  to  tread” 
could  undoubtedly  be  said  of  a plantation  doctor 
doing  general  practice  who  uses  massive  dose 
arsenotherapy  for  early  syphilis. 

The  purpose  of  a paper  on  this  subject  with 
only  9 cases  to  report  is  not  to  add  anything  to 
the  original  work  of  Hyman1  and  his  associates 
but  to  show  that  in  certain  selected  cases  this 
method  of  treatment  of  early  syphilis  does  have  a 
place  in  the  plantation  doctor’s  armamentarium  in 
the  treatment  of  this  disease. 

Syphilis  has  never  been  a serious  problem  to 
the  plantation  physician  in  Hawaii.  About  8 to  10 
per  cent  of  serologic  tests  for  syphilis  were  positive 
on  the  island  of  Kauai  several  years  ago  (1935- 
1938).  However,  it  must  be  remembered  that  the 
majority  of  the  tests  were  made  on  people  sus- 
pected of  having  syphilis  and  also  on  laborers 
who  were  frequently  shifting  from  one  plantation 
to  another.  Naturally  a high  percentage  of  posi- 
tive tests  could  be  expected  among  such  people. 
However,  during  seven  and  one  half  years  of 
practice  on  one  of  the  larger  sugar  plantations  I 
have  seen  (and  recognized)  only  eight  or  ten 
cases  of  primary  syphilis  and  about  the  same  num- 
ber of  cases  of  secondary  syphilis. 

Nevertheless  syphilis  is  present,  and  it  be- 
hooves us  to  try  to  eliminate  it.  Probably  the 
treatment  of  syphilis  by  individual  physicians 
varies  as  much  as  does  the  treatment  of  the  com- 
mon cold.  True,  all  doctors  use  arsenic  and  bis- 
muth as  their  main  drugs,  with  mercurials  and 
iodides  as  auxiliary  weapons,  but  the  actual  rules 
for  giving  the  drugs  vary  widely.  The  massive  dose 
technique  is  just  another  variation  of  the  use  of 
arsenic,  and  not  so  radical  as  one  might  believe. 

Many  years  ago  Ehrlich  gave  us  the  result  of 
his  six  hundred  and  sixth  attempt  to  find  a drug 
to  cure  syphilis,  in  the  form  of  arsphenamine.  It 
was  his  hope  to  cure  syphilis  with  one  or  two  in- 
jections of  this  drug.  He  was  doomed  to  disap- 
pointment, because  the  drug  was  too  toxic  in 
doses  strong  enough  to  completely  rid  the  body 
of  the  spirochaeta  pallida.  His  massive  arsenother- 


apy was  replaced  by  multiple  injections  of  arsenic 
and  administration  of  the  heavy  metals.  While  the 
multiple  injection  method  has  proved  effective  and 
will  always  no  doubt  be  the  most  important  meth- 
od of  treating  any  type  of  syphilis,  still  it  has  its 
disadvantages,  the  most  important  one  being  the 
length  of  time  an  individual  is  under  treatment. 
This  is  a decided  handicap  on  a plantation  where 
patients  with  syphilis  are  frequently  moving  else- 
where and  where  they  must  be  forced  to  take 
treatment. 

When  symptoms  of  syphilis  have  disappeared, 
unless  the  patient  has  had  the  horrors  of  the  dis- 
ease instilled  into  his  very  soul,  it  is  most  difficult 
to  get  him  to  continue  the  treatment.  His  ulcer 
is  cured  ; why  take  more  treatments?  His  skin  rash 
is  gone  ; why  take  medicine  that  will  make  him  sick 
once  or  twice  a week? 

Even  though  Dr.  George  Baehr2  of  New  York 
in  speaking  of  the  massive  dose  therapy  said,  “The 
technique  should  not  be  released  to  the  general 
profession  at  present,  not  until  a still  wider  hos- 
pital experience  has  been  gained,”  it  was  thought 
that  the  cases  reported  here  were  justified  in  re- 
ceiving this  treatment. 

Case  Reports 

Case  1 was  a 22  year  old  Japanese  prostitute  who  pre- 
sented herself  to  the  plantation  dispensary  for  a routine 
weekly  examination.  Her  Wassermann-  and  Kahn  were 
positive.  She  had  no  evidence  of  a primary  lesion  and 
had  no  secondary  manifestations.  She  gave  a definite 
history  of  a negative  blood  test  three  months  before  with 
a note  from  a reputable  Honolulu  physician  to  prove 
it.  Under  such  circumstances  it  seemed  reasonable  to 
assume  the  disease  in  this  individual  was  of  short  dura- 
tion. 

This  woman  was  a menace  to  our  community.  Our  first 
impulse  was  to  send  her  back  to  Honolulu.  It  was  feared, 
however,  that  she  might  be  lost  for  purposes  of  treat- 
ment if  she  went  back,  and  would  in  the  meantime 
infect  many  people.  It  was  at  about  this  time  that  the 
work  of  Hyman  and  his  associates  received  much  publi- 
city in  one  of  the  current  lay  magazines. 

She  was  admitted  to  Wilcox  Memorial  Hospital  July 
11,  1940,  and  had  the  so-called  “five-day  treatment,” 
using  the  method  and  procedure  as  outlined  in  detail 
by  Hyman  and  his  associates.1  She  was  given  0.2  grams 
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of  Mapharsen  daily,  making  a total  of  1.0  grams  of 
Mapharsen  for  the  entire  time.  She  was  discharged  July 
16,  1940  and  allowed  to  return  to  her  profession  one  week 
after  treatment.  To  date  no  cases  of  syphilis  on  Kauai  have 
been  traced  to  her. 

In  Hyman’s  original  article  the  average  time  for  the 
achievement  of  seronegativity  is  given  as  slightly  over 
twelve  weeks.  Blood  tests  weFe  taken  on  each  day  of 
treatment  and  at  short  intervals  thereafter.  Laboratory 
reports  for  this  woman  show  the  following  results : 


DATE 

WASSERMANN 

KAHN 

7-  2-40 

3 plus 

4 plus 

7-11-40 

4 plus 

4 plus 

7-12-40 

4 plus 

4 plus 

7-13-40 

4 plus 

4 plus 

7-14-40 

3 plus 

4 plus 

7-15-40 

3 plus 

4 plus 

7-16-40 

Negative 

4 plus 

7-19-40 

Negative 

4 plus 

7-30-40 

Negative 

4 plus 

10-  8-40 

Negative 

3 plus 

11-19-40 

Negative 

Negative 

1-13-41 

Negative 

Negative 

4-  7-41 

Negative 

Negative 

8-10-41 

Negative 

Negative 

1-  ?-42 

■'Positive" 

"Positive” 

About  January  1942  it  was  learned  from  correspond- 
ence with  a doctor  on  another  island  that  this  woman 
had  a positive  Wassermann  and  Kahn.  She  was  still 
practising  her  profession.  She  may  have  had  a new  in- 
fection. If  so,  undoubtedly  she  had  a cure  by  the  five  day 
treatment ; but  if  she  had  a spontaneous  reversal  of  her 
blood  serology,  we  must  assume  that  the  treatment  was 
a failure.  We  will  probably  never  know  which  was  the 
case. 


Case  2 was  also  a Japanese  prostitute,  24  years  old. 
She  had  a definite  “rash”  similar  to  the  eruption  of  early 
measles.  Her  serology  was  found  to  be  positive.  She  was 
admitted  to  the  hospital  August  7,  1940,  given  the  treat- 
ment, and  discharged  August  13,  1940. 

The  rash  cleared  immediately  and  in  a week  or  ten 
days  the  woman  was  allowed  to  return  “to  work”.  Very 
shortly  after  treatment  she  gained  ten  pounds  and  im- 
proved in  general  health.  She  was  followed  by  weekly 
examinations  and  blood  tests  and  had  a complete  serologic 
reversal  at  the  end  of  the  thirteen  weeks. 


Case  3 was  a 19  year  old  Korean  girl  treated  in 
September  1940.  In  July  1940  this  patient  had  been  given 
a routine  examination  for  employment  and  her  Wasser- 
man  was  negative.  She  was  married  shortly  afterwards 
and  was  not  seen  until  September  when  her  husband  ap- 
plied for  work  at  the  plantation  and  was  found  to  have 
a positive  Wassermann.  The  girl’s  Wassermann  was 
taken  again  and  was  found  positive.  She  was  hospitalized 
and  given  a five  day  treatment.  Her  husband  was  given 
routine  weekly  treatments. 

On  November  25  her  Wassermann  was  negative.  She 
became  pregnant  in  December  1940  and  had  a perfectly 
normal  pregnancy  with  a normal  delivery  and  normal 
child,  weighing  8 pounds  1 ounce  in  September  1941. 
Cord  Wassermann  at  this  time  was  negative.  Child’s 
Wassermann  in  May  1942  was  negative.  This  patient  is 
again  pregnant  and  a routine  Wassermann  is  again 
positive.  This  is  probably  a recurrence. 


It  is  planned  to  repeat  the  five  day  treatment  on  this 
woman  even  though  she  is  several  months  pregnant. 


Case  4,  a 36  year  old  Portuguese  tractor  driver,  who 
was  exposed  on  February  18,  1941,  was  seen  on  March 
26,  1941  with  a suspicious  lesion  on  the  prepuce.  Dark- 
field  on  March  28  showed,  according  to  pathologist’s 
report,  “Chancre  on  underneath  side  of  penis  literally 
teeming  with  spirochetes.”  Wassermann  and  Kahn  posi- 
tive. 

Treatment  was  started  on  March  29  at  which  time 
darkfield  was  still  positive  but  only  slightly  so.  On  March 
30,  “Lesion  more  clean  than  day  before  and  darkfield 
negative.”  This  man  completed  his  treatment  without 
complication  except  a low  grade  thrombophlebitis  of  the 
right  arm,  and  went  back  to  work  in  April  1941.  Was- 
sermann and  Kahn  negative  in  May  1942. 


Case  5,  a 30  year  old  Filipino,  came  to  the  dispensary 
in  April  1941  with  a penile  lesion,  darkfield  negative  but 
Wasserman  and  Kahn  reaction  positive. 

Patient  sent  to  hospital  April  7,  1941  and  had  the  five 
day  treatment.  The  day  after  treatment  was  completed 
the  lesion  was  almost  completely  healed.  The  Wasser- 
mann was  checked  again  and  found  to  be  negative  in 
May  1942. 


Case  6,  a 33  year  old  Filipino  cane  cutter,  entered 
the  hospital  August  12,  1941,  with  a positive  darkfield 
and  negative  Wassermann.  He  was  given  routine  treat- 
ment. The  chancre  was  free  of  spirochetes  on  the  second 
day.  The  chancre  was  not  healed  on  discharge  from  hos- 
pital on  August  17;  however,  it  did  heal  within  ten  days 
after  discharge.  Wassermann  was  never  positive  in  this 
case.  Shortly  after  completion  of  treatment,  patient  went 
to  Honolulu  and  a further  record  was  never  obtained. 


Case  7,  a 33  year  old  Filipino  cane  cutter  who  had 
a darkfield  positive  chancre  on  the  penis  but  negative 
Wassermann,  entered  hospital  August  19,  1941  and  was 
discharged  August  25.  Chancre  healing  on  discharge 
from  hospital.  Wassermann  still  negative  on  September 
8,  1941.  Patient  was  lost  by  going  to  Honolulu  in 
January,  1942;  no  record  could  be  obtained. 


Case  8,  a 50  year  old  laborer,  was  admitted  to  the 
hospital  August  27,  1941  with  a penile  chancre  which 
was  positive  for  spirocheta  pallida,  and  discharged 
September  2.  Wassermann  negative  on  admission  and 
still  negative  in  May  1942. 


Case  9 was  a 21  year  old  part  Hawaiian  prostitute 
who  came  to  Kauai  because  she  had  “bad  blood”  and 
wanted  to  take  the  “quick  treatment.”  She  gave  a his- 
tory of  having  a negative  Wassermann  in  June  but  had 
had  a skin  eruption  later  which  was  no  longer  present. 
Wassermann  and  Kahn  were  positive.  Patient  entered 
hospital  October  8 and  was  discharged  October  13,  1941. 
This  patient  returned  immediately  to  Honolulu  and  many 
attempts  to  locate  her  have  failed. 

Technique 

The  technique  used  for  this  treatment  was 
almost  identical  to  that  described  by  Hyman  and 
his  co-workers.1 
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Mapharsen  .04  grams  was  dissolved  in  250 
cc.  of  5%  glucose  in  distilled  water.  Five  such 
doses  were  given  continuously  over  a period  of 
eight  to  ten  hours.  It  was  regulated  so  that  it 
would  require  at  least  eight  hours  for  the  total 
dose  to  flow  into  the  vein.  The  arm  was  restrained 
in  order  to  keep  the  patient  from  moving  should 
he  or  she  fall  asleep.  The  needle  was  taped  well, 
to  keep  it  from  slipping  forward  or  out  of  the 
vein.  It  was  found  that  veins  in  the  forearm  were 
the  most  satisfactory.  All  patients  received  a 
minimum  of  1,000  mgm.,  and  one  man  received 
1,200  mgm.,  of  Mapharsen. 

Daily  urinalyses  were  done  and  daily  blood 
counts  taken.  Temperatures  were  taken  every 
two  hours  and  constant  watch  made.  Xo  other 
special  precautions  were  taken.  Patients  were 
encouraged  to  eat  a regular  hospital  “house  diet’’ 
Bowels  were  made  to  move  each  day,  by  enema, 
if  necessary.  Patients  were  allowed  and  en- 


couraged to  get  out  of  bed  following  treatment 
each  day. 

Complications 

Painful  arms  and  second-day  elevations  of 
temperature  occurred  in  every  case. 

Very  little  change  was  noted  in  blood  picture 
or  urinalysis.  One  patient  (Case  1)  was  readmit- 
ted with  a marked  dermatitis  lasting  forty-eight 
hours,  two  days  after  discharge. 

Almost  every  case  complained  of  pain  in  the 
arm,  particularly  in  the  upper  arm.  There  was 
one  case  in  which  the  needle  pulled  out  of  the 
vein  and  a very  painful  swelling  resulted  at  the 
site  of  the  subcutaneous  injection ; however,  there 
was  no  serious  effect  and  the  lesion  cleared  quick- 
ly under  hot  wet  fomentations. 

One  case  developed  a thrombophlebitis  which 
lasted  four  or  five  days  after  discharge  from 
hospital. 


Statistical  analysis  of  nine  cases  receiving  massive  dose  arsenotherapy  of  syphilis 


CASE 

SEX 

AGE 

RACE 

SYPHILIS 

LABORATORY 

GRAMS  OF 
MAPHARSEN 

REACTIONS 

RESULTS 

l 

F 

22 

Japanese 

Early  latent 

Pos.  serology 

1.0 

99.6°  2 days.  Severe  pain 

in  arm.  Dermatitis  2nd  & 
3rd  days.  Abdominal  cramps. 

W & K neg.  2 
wks.  & 14  wks. 

but  pos.  Jan.  1942 

2 

F 

24 

Japanese 

Secondary 

Pos.  serology 

1.0 

99.6°  4th  day,  102°  6th  day. 
Severe  pain  in  arm.  Nausea 
& vomiting. 

W & K neg.  13 
wks.  Neg.  Jan 
1942 

3 

F 

19 

Korean 

Secondary? 

Pos.  serology 

1.0 

101.8°  2nd  day,  100°  each 
day.  Pain  in  arm.  Dermatitis 
disappeared.  Nauseated;  de- 
v e 1 o p e d albuminuria  with 
casts.  Not  very  coop. 

W & K neg.  9 
wks.  Pos.  May 
1942 

4 

M 

36 

Portuguese 

Primary 

Pos.  serology 
Pos.  darkfield 

1.2 

100-100.8°  every  day  for 
treatment.  No  particular  dis- 
comfort in  arm.  No  derma- 
titis. Developed  thrombophle- 
bitis of  right  arm  last  day. 

Chancre  healed 

quickly.  Neg.  se- 
rology May  1942 

5 

M 

30 

Filipino 

Primary  ? 

Pos.  serology 
Neg.  darkfield 

1.0 

101°  highest,  2nd  day.  Slight 
pain  in  arm.  No  dermatitis. 
No  complication. 

Chancre  healed 

quickly.  Neg.  se- 
rology May  1942 

6 

M 

33 

Filipino 

Primary 

Neg.  serology 
Pos.  darkfield 

1.1 

100°  5th  day.  Some  pain  in 
arm.  No  dermatitis.  Phlebitis 
of  left  arm. 

\V  & K neg.  2 
months  later.  Fi- 
nal result  — Pt. 
left  Kauai 

7 

M 

33 

Filipino 

Primary 

Neg.  serology 
Pos.  darkfield 

1.0 

99.4°  5th  day.  No  pain  in 
arm.  No  dermatitis.  No  com- 
plications. 

W & K never  pos. 
Chancre  healed 

quickly.  Pt.  left 
Kauai  after  treat. 

8 

M 

50 

Filipino 

Primary 

Pos.  darkfield 
Neg.  serology 

1.0 

99.4°  highest,  4th  day.  No 
pain  in  arm.  No  dermatitis. 
No  complication. 

W & K never  pos. 
Chancre  healed 

quickly.  W & K 
still  neg.  May 
1942 

9 

F 

21 

Part 

Hawaiian 

Secondary? 

Pos.  serology 
Slight 
dermatitis 

1.0 

99.2°  highest  temp.  Slight 
pain  in  arm.  Dermatitis 
cleared.  No  complication. 

No  record  ob- 
tained; returned 
to  Honolulu.  No 
follow-up. 
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Comment 

The  literature  on  the  massive  dose  therapy  of 
early  syphilis  is  being  added  to  more  and  more 
frequently.  Already  variations  of  the  first  methods 
are  appearing.  H.  Gorden4  says  “Early  syphilis 
in  84  patients  was  treated  by  the  intravenous  ad- 
ministration of  Mapharsen,  20  mg.  every  two 
hours,  five  times  daily  for  five  days;  results  were 
good.” 

Herbert  Rattner5  reports,  “The  most  signifi- 
cant new  development  in  the  treatment  of  syphilis 
has  been  the  introduction  of  the  so-called  five  day 
massive  dose  therapy  for  early  cases.” 

Five  deaths,  have  occurred  in  one  series  of 
1600  cases.  These  deaths  were  presumably  from 
toxic  encephalitis. 

It  can  be  seen  that  this  type  of  treatment  is 
not  without  danger.  However,  in  closing,  without 
trying  to  draw  any  conclusions  from  these  few 
cases,  it  does  seem  that  from  a public  health  stand- 
point, this  type  of  therapy  has  something  to  offer 
the  early  case  of  syphilis  that  no  other  form  of 
trea.  merit  so  far  has  offered. 

Another  point  which  must  borne  in  mind  is 
the  false  sense  of  security  which  may  develop  in 
minds  of  both  doctor  and  patient.  Anyone  using 
this  type  of  treatment  should  make  it  a point 
to  check  the  patient  for  syphilitic  manifestations 
as  well  as  blood. serology  at  frequent  intervals.  Un- 
doubtedly this  type  of  treatment  will  continue  to 
be  used  more  and  more  each  year.  As  more  cases 
are  reported  more  will  be  known  of  the  results 
of  this  type  of  treatment  and  sooner  or  later 
unquestionably  the  massive  dose  arsenotherapy 
started  by  Hyman— or  some  modification  of  it — 
will  have  a very  definite  place  in  the  treatment 
of  early  syphilis. 

Discussion 

Dr.  Harry  L.  Arnold,  Jr.:  Dr.  Wallis  has  kindly  asked 
me  to  comment  on  his  paper  from  the  sy philological 


standpoint,  though  he  said  he  feared  I might  agree 
with  his  opening  paragraph. 

The  standard  modern  treatment  of  syphilis  is  ad- 
mittedly unsatisfactory,  chiefly  because  it  is  so  time- 
consuming  that  few  patients,  as  Dr.  Wallis  points  out, 
can  be  compelled  to  submit  to  a full  course  of  treat- 
ment. The  modern  treatment  of  syphilis  as  it  is  carried 
out  by  the  a/erage  general  practitioner  is  even  less 
satisfactory. 

The  five-day  plan  does  away  with  many  of  these 
disadvantages.  It  is  easily  adhered  to,  so  that  uniformity 
of  treatment  is  readily  achieved ; it  renders  early  active 
cases  non-infectious  immediately  (and  probably  usual- 
ly, though  perhaps  not  always,  permanently)  ; it  is  com- 
paratively inexpensive ; and  it  is  all  done  with  “in  one 
fell  swoop,”  thus  eliminating  treatment-lapses. 

But  even  accepting  at  their  face  value  (as  many  of 
the  foremost  syphilologists,  notably  U.  J.  Wile,  have 
done)  all  the  reports  of  the  efficacy,  and  seeming  per- 
manence of  the  results,  of  this  treatment  method,  we 
must  not  forget  that  the  five  day  plan  offers  one  more 
thing.  It  offers  roughly  one  chance  in  a hundred  of 
hemorrhagic  encephalitis,  and  one  chance  in  three  to  five 
hundred  of  death.  Is  your  patient  willing  ( and  qualified), 
and  are  you  able,  to  absorb  that  relatively  huge  element 
of  risk?  Always  remembering,  of  course,  that  while 
“cure”  by  the  older  method  demands  the  patient’s  regular 
return  for  treatments  for  a year  or  two,  the  risk  of 
death  by  that  method  is  more  than  a hundred  times  less. 

This  is  the  decision  that  must  be  made.  If  you  and 
your  patient  face  it  and  make  it,  more  powrer  to  you ; 
but  if  you  merely  ignore  it,  you  are  indeed  “where  angels 
fear  to  tread !” 
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The  Diphtheria  Problem  in  Waimea  District 

K.  M.  Amlin,  m.d. 

Waimea,  Kauai 


A survey  reveals  that  15  cases  of  diphtheria 
were  admitted  to  Waimea  Hospital  in  the  years 
1939-1941.  Every  case  diagnosed  was  admitted  to 
the  hospital,  even  though  asymptomatic,  and  held 
until  two  consecutive  throat  cultures  were  nega- 
tive for  diphtheria  bacilli.  All  contacts  of  the  pa- 
tients' families  were  examined  and  throat  cultures 
taken.  In  one  family  the  mother  and  two  siblings 
were  found  to  he  carriers  and  were  hospitalized. 
In  8 of  the  15  cases  greyish  membranes  were  found 
on  the  tonsils.  Five  of  the  cases  were  definitely 
asymptomatic  carriers.  There  were  no  deaths  and 
very  little  morbidity  among  these  cases. 

This  seems  to  be  a high  incidence  of  diphtheria 
for  a small  community  which  otherwise  has  a good 
health  record.  In  fact,  one  wonders  why  we  have 
diphtheria  at  all.  We  have  no  small  pox;  and  diph- 
theria. like  smallpox,  can  be  prevented.  Territorial 
law  demands  that  children  be  immunized  against 
smallpox  and  diphtheria  before  entering  school. 
The  important  years  are  not  just  before  entering 
school,  but  the  first  two  years  of  life.  The  child 
receives  immunity  from  the  mother  which  lasts 
until  it  is  about  eight  months  old.  The  Board  of 
Health  requests  the  parents  to  begin  having  the 
child  immunized  at  the  age  of  eight  months. 

Diphtheria  is  a vanishing  disease  in  communi- 
ties where  the  active  immunization  of  pre-school 
children  is  practiced.  However,  carriers  of  viru- 
lent diphtheria  bacilli  are  found  from  the  arctic  to 
the  tropics.  They  average  6 per  cent  of  the  popu- 
lation the  world  over.  Infection  with  diphtheria 
bacilli  is  just  as  prevalent  in  the  tropics  and  warm 
countries  as  in  the  temperate  zone.  The  disease  is, 
however,  much  less  common  in  warm  countries 
and  also  much  milder.  These  cases  confirm  that 
statement. 

Disappearance  of  bacilli  from  nose  and  throat 
cannot  be  hastened  by  the  giving  of  antitoxin.  The 
accompanying  table  shows  that  these  cases  were 
given  antitoxin  ranging  from  a low  dosage  of  1000 
units  in  the  carrier  cases  to  20,000,  30,000,  and 
even  40,000  units  in  one  moderate  diphtheria  case. 
The  number  of  hospital  days  for  each  patient 
varied  between  a low  of  five  days  and  a high  of 
forty-three  days.  No  cases  were  discharged  until 
two  consecutive  negative  cultures  had  been  ob- 


tained. One  case  was  repeatedly  positive  with  no 
symptoms  or  complaints.  This  child  was  sub- 
jected to  tonsillectomy,  and  one  week  later  nega- 
tive cultures  were  obtained.  The  average  hos- 
pital stay  for  these  patients  was  about  ten  days. 

Rosenau  states  that  the  diphtheria  bacilli 
usually  disappear  in  about  50  per  cent  of  cases 
by  the  time  the  local  membrane  has  disappeared 
and  that  1 per  cent  continue  as  chronic  carriers. 
The  virulence  of  the  diphtheria  bacilli  is  not 
lessened  by  the  development  of  the  carrier  state. 
In  all  of  our  cases  the  bacilli  disappeared  from 
nose  and  throat  several  days  or  even  weeks  after 
the  membrane  had  disappeared. 

Cases  of  streptococcal  tonsillitis  with  folli- 
cular patches  resembling  false  membrane  may 
occur  in  diphtheria  carriers.  The  laboratory  re- 
port in  two  cases  showed  streptococci  and  pneu- 
mococci as  well  as  diphtheria  bacilli.  In  one  case, 
sulfapyridine  was  given  ; in  the  other,  sulfathia- 
zole.  In  both  cases  the  membrane  disappeared 
rapidly.  Sulfathiazole  was  given  to  5 other  pa- 
tients with  greyish  membranes  on  their  tonsils 
before  the  laboratory  reports  were  returned.  The 
membrane  in  all  these  cases  cleared  rapidly.  The 
use  of  sulfathiazole  did  not  seem  to  affect  the 
disappearance  time  of  the  diphtheria  bacilli  from 
the  throat. 

Up  to  1940  the  infants  in  this  community 
were  given  one  injection  of  diphtheria  toxoid 
(alum  precipitated).  At  that  time,  the  two-injec- 
tion technique  was  started  because  too  many 
cases  of  diphtheria  and  too  many  diphtheria 
carriers  were  found.  No  carriers  of  diphtheria 
have  been  seen  in  the  first  five  months  of  1942. 

In  1941,  Dr.  B.  O.  Wade,  senior  surgeon  at 
Waimea  Hospital,  suggested  and  started  a pro- 
gram of  Schick  testing  all  pre-school  children 
on  Kekaha  plantation  to  find  out  whether  our 
single  and  double  dose  toxoid  injections  were 
actually  immunizing  the  children.  All  Schick 
tests  were  read  on  the  fifth  day.  Schick  tests 
were  done  on  70  children  at  least  three  months 
after  they  had  received  two  doses  of  alum- 
precipitated  toxoid;  3,  or  4.3  per  cent,  were 
positive.  Schick  tests  on  150  children  who  had 
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had  one  dose  of  alum  precipitated  toxoid  showed 
that  30  of  them,  or  20  per  cent,  were  positive. 

The  immunization  records  of  the  15  cases 
under  discussion  showed  that  8 had  had  one 
injection  of  toxoid,  2 had  had  two  injections  of 
toxoid,  and  1 had  had  three  injections  of  toxin- 
antitoxin  ; the  remaining  4 cases  had  no  record 
of  immunization.  The  ideal  system  is  to  give  two 
toxoid  injections  starting  at  eight  months  of  age. 
followed  by  a Schick  test  three  to  six  months 
later  to  pick  up  the  few  in  need  of  further  im- 
munization. 


Conclusions 

1.  Diphtheria  in  Hawaii  is  a mild  disease. 

2.  Diphtheria  can  be  prevented  by  proper  im- 
munization of  infants;  however,  diphtheria 
carriers  may  still  be  found  among  those  im- 
munized. 

3.  All  children  with  suspicious  membranes  in 
pharynx  or  nose  should  be  given  sul fathiazole 
or  sulfadiazine  and  diphtheria  antitoxin  im- 
mediately without  waiting  for  laboratory 
diagnosis,  unless  the  Schick  test  is  known  to 
be  negative,  in  which  case  the  sulfa  drug 
should  be  given  alone. 


Analysis  of  Diphtheria  Cases  ami  Carriers.  Waimca  District,  Kauai,  IV 39  - 1941 


CASE 

AGE 

UNITS  OF 
ANTITOXIN  GIVEN 

DAYS 

IN  HOSPITAL 

SEVERITY 

PREVIOUS  ACTIVE 
IMMUNIZATION 

SYMPTOMS  AND 
SIGNS 

l 

2 

5,000 

30 

Carrier 

2 toxoid 

none 

2 

35 

1,000 

5 

ft 

none 

)> 

3 

10 

1,000 

7 

3 doses  toxin- 
antitoxin 

>t 

4 

15 

1,000 

7 

ft 

1 toxoid 

» 

5 

4 

5,000 

9 

mild  disease 

” 

sore  throat 

6 

18 

20,000 

6 

mild 

” 

membrane  rt.  tonsil 

7 

10 

10,000 

13 

” 

* 

red  pharynx 

8 

5 

20,000 

6 

)> 

2 toxoid 

membrane  It.  tonsil 

9 

5 

20,000 

8 

moderate 

no  record 

membrane  both 
tonsils 

10 

2 

10,000 

10 

mild 

1 toxoid 

” 

11 

10 

5,000 

12 

none 

greyish  membrane 
both  tonsils 

12 

3 

40,000 

10 

moderate 

toxoid 

red  throat 

13 

8 

30,000 

40 

” 

membrane  both 
tonsils 

14 

15 

10,000 

11 

mild 

no  record 

ft 

1 5 

4D 

10,000 

9 

toxoid 

membrane  left 
tonsil 
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Regional  Anesthesia 

Experiences  in  Ten  Years  of  General  Practice 

Marvin  A.  Brennecke,  m.d. 

Eleele,  Kauai 


Local  and  regional  anesthesia  are  not  used  as 
much  as  they  deserve  to  be,  either  alone  or  in 
combination  with  a general  anesthesia.  Regional 
anesthesia  should  be  studied  thoroughly,  espe- 
cially by  those  who  may  have  to  attend  war  cas- 
ualties. It  is  the  most  nearly  ideal  anesthetic  for 
the  patient,  the  doctor,  and  the  nurse.  It  mini- 
mizes shock  in  the  patient ; it  enables  him  to 
cooperate  with  the  doctor  during  surgery,  and 
with  the  nurse  while  being  transported  from 
operating  room  to  x-ray  room  or  to  bed ; and 
it  permits  him  to  assist  in  his  own  immediate 
post-operative  care. 

Local  and  regional  anesthesia  are  two  distinct 
entities.  Local  anesthesia — infiltration  of  an 
anesthetic  solution  locally  into  the  tissues  to  be 
cut — is  so  simple  that  it  requires  no  training; 
the  use  of  regional  anesthesia,  however,  requires 
a review  of  anatomy  and  knowledge  of  a clearly 
defined  technique. 

An  excellent  presentation  of  the  subject  may 
be  found  in  Labat’s  classical  work1.  I have  found 
it  advisable,  however,  to  modify  a few  of  the 
techniques  described  here.  One  of  these  is  the 
preparation  of  procaine  solution  by  adding  proc- 
aine tablets  out  of  a stock  bottle  to  sterile  normal 
saline  immediately  before  it  is  used2  instead  of 
sterilizing  the  procaine  solution  itself.  Heat  al- 
ways causes  some  degree  of  deterioration  of  the 
drug,  reports  to  the  contrary  notwithstanding, 
and  this  method  insures  full  potency  of  the  solu- 
tion. Since  improper  technique  and  deterioration 
of  the  anesthetic  solution  are  the  only  two  rea- 
sons for  an  unsatisfactory  anesthesia,  the  elim- 
ination of  one  of  these  permits  a definite  check 
on  the  other.  No  infections  have  been  observed 
from  this  method  in  the  past  five  years,  in  either 
minor  or  major  surgery. 

Cranial  Nerve  Blocks 

Trigeminal  or  Gasserian  ganglion  block  is 
indicated  for  extensive  traumatic  surgery  or 
other  operations  on  the  face.  It  is  not  as  difficult 
to  do  as  it  appears,  and  gives  excellent  anesthesia 
of  the  entire  side  of  the  face. 


Maxillary  block  is  done  by  the  zygomatic, 
orbital,  or  oral  route.  Only  the  first  route  has 
been  used  by  me.  It  is  easy  to  do  if  one  keeps  in 
mind  the  relationship  of  the  sphenomaxillary 
fossa  to  the  pterygoid  process. 

The  mandibular  nerve  may  be  blocked  either 
by  an  extra-oral  or  oral  route.  The  former  has 
two  approaches.  Only  the  zygomatic  route  has 
been  used  in  my  practice.  It  is  not  difficult  after 
a study  of  the  relationship  of  the  foramen  ovale 
to  the  pterygoid  process. 

Paravertebral  Block 

Paravertebral  cervical  block  by  the  lateral 
route  can  be  performed  accurately  with  excellent 
anesthesia  of  the  entire  neck.  In  thyroidectomy  it 
has  definite  advantages  over  local  infiltration. 
There  is  no  distortion  of  tissues,  the  patient  has 
less  discomfort,  and  the  dissection  is  not  inter- 
rupted by  repeated  injections  of  the  anesthetic. 

Paravertebral  dorsal  and  lumbar  blocks  do 
not  give  as  high  a percentage  of  complete  anes- 
thesia as  desired.  These  blocks  are  the  most 
difficult  of  all  to  do,  and  they  should  not  be 
attempted  in  an  obese  individual.  The  large 
amount  of  adipose  tissue  around  the  nerve  seg- 
ments makes  accurate  deposition  of  the  solution 
very  difficult.  However,  when  the  anesthesia  is 
satisfactory,  it  is  better  than  a spinal  anesthesia 
for  a specific  operation  in  the  abdomen  when 
exploration  is  not  necessary.  In  cholecystectom- 
ies the  patient  may  be  changed  to  any  position 
without  influencing  the  blood  pressure  or  pulse. 
A semi-sitting  position,  which  this  anesthetic 
permits,  gives  an  excellent  exposure  of  the  biliary 
tract  and  duodenum.  In  herniotomies  and  appen- 
dectomies it  excels  local  infiltration,  field  block, 
or  spinal  anesthesia.  In  a recent  case  of  traumat- 
ic rupture  of  the  spleen  a paravertebral  dorsal 
block  supplemented  by  ether  would  have  been 
much  better  than  an  abdominal  field  block 
whereby  the  posterior  parietal  peritoneum  and 
lower  ribs  were  not  anesthetized.  A spinal  anes- 
thetic was  not  used  in  this  case  because  the 
patient  did  not  improve  preoperatively  from 
shock. 
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Caudal  Block 

Caudal  block  is  the  most  satisfactory  anes- 
thesia for  cystoscopy  in  the  male  and  in  the 
adolescent  female.  In  the  male  it  relaxes  the 
bladder  sphincters  so  that  no  trauma  of  the  deep 
urethra  is  produced,  and  in  the  adolescent  female 
the  anesthesia  produced  in  the  external  genitalia 
is  desirable.  A twenty  gauge  two-inch  needle  is 
more  easily  inserted  into  the  sacral  hiatus  than 
the  long  spinal  puncture  needle  suggested  by 
Labat.  The  shorter  needle  gives  better  tactile 
sensation  to  the  fingers  and  the  deposition  of 
the  fluid  just  past  the  sacrococcygeal  membrane 
gives  as  good  an  anesthesia  as  the  deposition  of 
the  fluid  two  inches  above  the  membrane. 

Transsacral  plus  caudal  block  gives  an  ex- 
cellent anesthesia  for  hemorrhoidectomies. 
Though  more  difficult  and  time-consuming  than 
a low  spinal  anesthetic  it  is  to  be  preferred.  The 
prolonged  anesthesia  post-operatively  and  the 
absolute  freedom  from  spinal  reactions  warrant 
its  use. 

Blocking  the  Extremities 

Brachial  plexus  block  for  trauma  of  the  up- 
per extremity  is  the  most  nearly  ideal  of  any 
anesthesia,  local  or  general.  The  patient  is  able 
to  cooperate  in  the  application  of  casts  or  in  the 
taking  of  x-rays  ; the  period  of  anesthesia  per- 
mits unhurried  operative  procedures ; and  the 
patient  improves  from  shock  as  soon  as  the 
anesthesia  is  established.  The  supraclavicular 
route  is  the  best  method  of  approach. 

Blocking  of  the  ulnar  and  median  nerves  at 
the  wrist  with  subcutaneous  infiltration,  bracelet 
fashion,  gives  excellent  anesthesia  of  the  hand. 
Similarly,  anterior  and  posterior  tibial  block, 
with  a subcutaneous  ring  of  infiltration  at  the 
ankle,  gives  excellent  anesthesia  of  the  foot. 


Blocking  of  the  peripheral  nerves  at  the  el- 
bow or  knee  have  not  been  used  enough  to  war- 
rant an  opinion  of  their  value. 

Autonomic  Blocks 

Splanchnic  anesthesia  may  be  done  by  either 
the  anterior  or  posterior  route.  By  using  the 
posterior  route  according  to  Kappis’  technique 
and  doing  a field  block  of  the  abdomen,  the 
upper  abdominal  viscera  are  rendered  insensitive 
by  the  time  the  abdomen  is  opened.  If  the  anteri- 
or route  by  Braun’s  technique  is  used,  extreme 
gentleness  in  the  retraction  of  the  liver  and  stom- 
ach are  necessary  to  prevent  the  abdominal  con- 
tents from  bulging  out  while  the  needle  is  being 
placed  in  the  region  of  the  first  lumbar  vertebra 
between  the  aorta  and  the  vena  cava.  The  latter 
approach  for  subtotal  gastrectomies  has  given 
better  results  in  some  cases  than  spinal  anesthe- 
sia with  nupercaine  or  pontocaine.  High  spinal 
anesthesia  occasionally  fails  to  give  proper  re- 
laxation for  partial  gastrectomy,  and  in  these 
cases  a supplementary  anterior  splanchnic  block 
is  ideal. 

Conclusions 

1.  Regional  anesthesia  is  not  difficult  when  a 
definite  technique  is  followed. 

2.  Regional  anesthesia  is  one  of  the  best 
anesthesias  in  either  traumatic  or  non-traumatic 
surgery. 

3.  Experiences  with  regional  blocks  as  des- 
cribed in  a classical  work  are  presented. 
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EDITORIALS 


PRIVATE  PRACTITIONER  PREFERRED 

The  Gallup  poll  a few  years  ago  attempted 
to  determine  the  attitude  of  the  American  people 
toward  a form  of  state-controlled  medicine,  gen- 
erally spoken  of  as  “socialized  medicine”. 

The  question  propounded  was,  in  brief, 
whether  a scheme  offering  full  medical  care  in 
return  for  a nominal  monthly  fee  per  individual 
would  meet  with  approbation. 

To  us,  this  seemed  like  asking  whether  one 
would  say  “Yes”  if  offered  a ten  dollar  bill  in 
exchange  for  fifty  cents. 

The  answers  to  Dr.  Gallup’s  question  were, 
to  no  one’s  great  surprise,  overwhelmingly  in  the 
affirmative. 

The  people  of  Honolulu  have  recently  been 
asked  a question  pertaining  to  the  same  subject ; 
and  their  answers  would  appear  to  shed  some 
light  on  how  the  rank  and  file  may  be  expected 
to  react  when  given  a choice  between  securing 
a service  from  a private  physician  for  a fee,  or 
receiving  the  same  service  from  the  government 
for  nothing. 

The  Military  Governor  of  Hawaii  ordered 
that  all  residents — young,  old,  rich  and  poor — 
submit  to  vaccination  against  smallpox,  typhoid 
and  paratyphoid  fevers.  The  order  was  first  ap- 
plied to  rural  portion  of  the  Island  of  Oahu,  and 
the  immunizations  were  done  by  teams  of  physi- 
cians from  the  Territorial  Board  of  Health  and 
the  Army. 

Then  the  order  was  applied  to  the  City  of 
Honolulu  and  here  the  choice  was  given  for  im- 
munization by  private  physician  for  a fee,  or  by 
government  physician  gratis.  It  was  announced 


through  the  public  press  that  the  government- 
given  immunization  would  start  on  a certain  date 
and  would  be  administered  in  the  first-aid  sta- 
tions with  which  the  populace  had  become  ac- 
quainted as  enumeration  centers  and  centers  for 
distribution  of  gasoline  ration  tickets. 

Before  that  date,  those  who  desired  would 
be  permitted  to  secure  the  three  typhoid-para- 
typhoid inoculations  and  the  smallpox  yaccina- 
tion  from  their  private  physicians  for  a fee  which 
the  physicians  fixed  at  $1.00  per  treatment  or 
$4.00  for  the  immunization  series. 

Here  was  a clear-cut  proposition  involving 
comparable  services  by  private  physicians  and 
government  agency.  If  the  person  to  be  vaccin- 
ated selected  the  former  it  was  with  the  knowl- 
edge that  his  choice  committed  him  to  digging 
down  in  the  jeans  for  four  round  dollars.  If  he 
elected  to  receive  the  same  service — which,  be  it 
noted,  he  had  not  asked  for  but  was  ordered  to 
receive  from  the  government — the  cost  to  him 
would  be  nothing. 

Here  is  how  he  decided: 

In  Honolulu  201,945  persons  were  immunized. 
Of  this  number  89.048,  or  44%,  elected  to  receive 
the  service  from  the  government  at  no  cost  to 
them.  A total  of  112,897,  or  56%,  elected  to  pay 
for  this  service  which  they  could  have  received 
gratis. 

How  may  these  results  be  interpreted? 

Are  they  in  fact  the  popular  indorsement  of 
the  private  practice  of  medicine — of  the  old  fash- 
ioned patient-doctor  relationship — they  appear  to 
be  ? 

Do  they  mean,  as  it  would  appear,  that  56% 
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of  a group  of  over  200,000  people,  the  residents 
of  a more  or  less  average  American  city,  voted 
against  an  application  of  state-controlled,  or  so- 
cialized medicine,  and  paid  $4.00  apiece  for  the 
privilege  ? 

Let  us  examine  this  more  closely : 

Was  the  choice  expressed  spontaneous  and 
voluntary  or  were  those  to  be  vaccinated  high- 
pressured  into  private  doctors’  offices?  The  pub- 
lic was  notified  of  the  immunization  require- 
ment by  order  of  the  Military  Governor,  and  in 
the  order  it  was  stated  that  the  immunization 
could  be  secured  either  from  private  physicians 
or  at  the  aid  stations.  There  was  no  advertising 
or  other  effort  on  the  part  of  private  physicians 
to  secure  patronage. 

Were  the  services  identical  ? Insofar  as 
those  to  be  vaccinated  knew,  the  answer  is  “Yes.” 
It  is  true  that  most  private  physicians  in  their 
offices  used  the  intradermal  technique  for  the 
typhoid-paratyphoid  inoculations,  but  this  was 
not  publicized  and  could  have  no  effect  on  the 
determination  of  choice. 

In  short,  the  decision  was  John  Q.  Public’s 
own, — but  certain  significant  factors  in  aiding 
him  to  decide  must  be  recognized. 

First,  the  fee  fixed  by  the  physicians  was 
reasonable.  At  least  John  Q.  appeared  to  have 
sized  it  up  and  decided  it  was. 

Second,  John  Q.  had  the  money  to  pay  the 
fee  and  this  without  depriving  himself  and  his 
family  of  any  essential,  for  in  Honolulu  now 
there  is  employment  and  good  wages  for  every- 
one due  to  the  tremendous  war  effort  underway. 

Can  any  definite  conclusion  be  drawn  from 
Honolulu’s  experience  with  the  immunization 
program  ? 

How  about  this: 

When  John  Q.  Public  has  a job  and  is  making 
an  adequate  wage,  and  when  the  cost  of  medical 
services  is  within  his  reach,  he  prefers  to  buy 
such  care  from  a physician  of  his  own  choosing, 
and  to  pay  the  bill  himself. 

He  would  prefer  to  do  this  even  though  the 
government  offers  him  the  same  services  and 
says,  “Keep  your  money.  Let  the  taxpayer  foot 


THE  BLACKOUT  AND  HEALTH 

Interpreting  statistics  of  disease  incidence  in 
terms  of  any  single  factor  which  affects  the  lives 
and  habits  of  the  general  public  is  always,  need- 
less to  say,  a risky  procedure.  In  the  case  of  the 
blackout,  however,  the  temptation  to  look  for 
such  a correlation  is  all  but  irresistible. 

The  blackout  has  been  irksome.  It  has  made 
restaurants  close  when  their  morning  employees 
end  their  eight-hour  shift — for  an  extra  shift  to 
work  only  three  or  four  hours  is  not  practical  in 
many  instances.  It  has  closed  theaters  by  seven, 
and  thereby  has  closed  them  throughout  the  week 
to  workers  whose  shift  ends  at  five  or  six  o’clock, 
and  completely  to  the  many  workers  whose  week 
lasts  seven  days.  It  has  closed  bars  completely  to 
all  except  the  night-shift  men.  Together  with  the 
curfew,  it  has  kept  many  people  from  enjoying 
one  another’s  society  after  the  daylight  hours. 
It  has  prevented  evening  use  of  libraries.  It  has 
been  hard  on  many  businesses,  as  well  as  on  their 
potential  customers.  It  has  worked  some  degree 
of  hardship  on  almost  every  person  in  the  Ter- 
ritory, and  as  the  warmer  summer  weather  ap- 
proaches it  seems  likely  that  it  will  become  even 
less  pleasant  than  it  has  been.  But  it  doesn’t 
promote  ill  health — or  at  any  rate,  no  increase 
of  illness  has  occurred  since  the  blackout  went 
into  effect,  notwithstanding  the  serious  over- 
crowding of  nearly  all  public  facilities  that  has 
occurred  during  this  period  as  a result  of  the 
rapid  increase  of  population. 


HONOLULU 

TERRITORIAL 

TOTAL 

PERCENT 

DIFF. 

1941 

1942 

1941 

1942 

Diphtheria 

26 

18 

55 

33 

— 40 

GC 

505 

407 

637 

482 

— 24 

Influenza 

89 

1 

1,967 

232 

• 

Leprosy 

6 

6 

17 

9 

t 

Measles 

1,436 

40 

2,641 

464 

• 

G.  Measles 

128 

27 

779 

104 

* 

Mumps 

31 

18 

78 

117 

+ 50 

Whooping  Cough 

37 

173 

108 

278 

+ 157 

Pneumonia  Lobar 

32 

154 

103 

205 

+ 100 

Syphilis 

202 

46 

466 

404 

— 13 

Tetanus 

2 

4 

11 

13 

t 

Pulm.  The. 

203 

42 

380 

345 

— 9 

Typhoid 

8 

79 

29 

93 

t 

Varicella 

215 

67 

726 

275 

— 62 

Total 

2,985 

1,451 

8,369 

3,145 

— 62 

* Epidemic  1940-41 
t Percentage  not  significant 
X Epidemic,  77  cases,  1942. 
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Indeed  the  incidence  of  contagious  diseases 
during  the  first  five  months  of  1942  has  been 
materially  lower  than  during  the  first  five 
months  of  1941,  with  only  these  exceptions:  ty- 
phoid fever  (of  which  an  epidemic  occurred  in 
March  1942),  pneumococcus  pneumonia,  and  per- 
tussis. The  accompanying  chart,  condensed  from 
figures  supplied  by  Dr.  James  Enright  of  the  Bu- 
reau of  Communicable  Diseases  of  the  Territorial 
Board  of  Health,  shows  the  details  of  the  compar- 
ison between  the  two  periods  of  time  mentioned. 

Why  pneumonia  has  increased  is  not  defin- 
itely known.  Possibly  the  increase  is  attributable 
in  part  to  the  recent  importation  of  fresh  strains 
of  the  organism  from  the  Mainland.  Possibly 
overcrowding  of  defense  workers  in  the  limited 
housing  facilities  available  for  them  has  been  a 
contributing  factor. 

But  in  general  it  is  plain  that  the  blackout 
cannot  be  blamed  for  causing  an  increase  in  the 
incidence  of  communicable  diseases  since  Dec- 
ember 7 — for  actually  a considerable  decrease 
of  their  incidence  has  taken  place. 

It  will  be  interesting  to  observe  what  the 
warmer  and  more  humid  weather  of  the  summer 
and  fall  months  brings. 

H.  L.  A.,  Jr. 


SEEING  IN  THE  BLACKOUT 

Illumination  is  a factor  of  primary  impor- 
tance in  the  performance  of  our  daily  tasks.  The 
ability  to  see  in  the  dark  varies  from  one  indivi- 
dual to  another.  The  minimum  amount  of  illum- 
ination necessary  for  clear  seeing  cannot  be  stated 
in  definite  figures  because  it  depends  on  the  eye 
and  on  the  task.  From  the  standpoint  of  the  eye, 
the  size  of  the  pupil,  the  condition  of  the  crys- 
talline lens,  the  nutrition  of  the  individual  with 
regard  to  vitamin  A,  and  the  integrity  of  the 
retina  are  the  principal  variables.  From  the 
standpoint  of  the  object  viewed,  its  size,  its  con- 
trast with  the  surroundings,  its  brightness,  its 
color,  and  the  duration  of  the  image  on  the  retina 
are  the  prime  factors  affecting  visibility. 

The  eye  is  able  to  adapt  itself  to  extreme  de- 
grees of  lighting,  ranging  from  summer  sunlight 
to  faint  starlight,  a scale  of  about  one  hundred 
million  to  one.  If  a person  goes  from  a brightly 
illuminated  room  into  a dark  one,  he  sees  nothing 


at  first.  After  a short  time  he  becomes  attuned 
to  the  darkness  and  is  able  to  find  his  way  about 
—his  eyes  have  become  dark  adapted  or  scotopic. 
If  he  then  returns  to  the  brightly  lit  room,  he  is 
dazzled  and  is  unable  to  see  clearly.  Gradually  his 
eyes  become  reaccustomed  to  the  light — they  have 
become  light  adapted  or  photo  pic. 

In  blackout  lighting  we  are  hardly  able  to 
distinguish  objects  one  from  another.  Central 
visual  acuity  drops  to  about  one-sixtieth  of  its 
value  as  determined  under  optimal  conditions  of 
illumination.  This  is  due  to  the  low  contrasts 
which  prevail  between  objects  and  their  sur- 
roundings at  low  levels  of  brightness. 

As  the  illumination  is  diminished,  colors 
manifest  a change  in  their  characteristics.  Red 
and  orange  hues  become  darker,  blue  and  green 
hues  become  brighter.  This  lack  of  sensitivity  for 
red  in  scotopic  vision  is  called  Purkinje’s  phe- 
nomenon. 

Much  confusion  exists  with  regard  to  the  best 
color  of  light  for  blackout  lighting.  The  general 
impression  is  that  blue  shades  are  superior  to 
other  shades.  The  only  advantage  of  blue  cover- 
ing around  an  ordinary  incandescent  lamp  is  the 
fact  that  a very  dim  light  results,  which  is  of 
course  desirable.  Blue  as  a color  however  is  un- 
desirable because  it  appears  brighter  in  low  levels 
of  brightness  than  other  colors  even  though  they 
all  appeared  equal  at  a higher  level  of  bright- 
ness. Blue  can  be  seen  by  peripheral  vision  over 
a greater  extent  of  the  visual  field  than  any  other 
light  or  surface  of  the  same  brightness.  Hence, 
it  can  be  picked  up  easier  by  an  enemy  aerial 
observer  whose  eyes  are  roving  over  the  entire 
field  below  him. 

Reddish  light  has  the  advantage  of  greater 
sharpness  of  seeing,  more  rapid  dark  adaptation 
and  less  interference  with  peripheral  vision  which 
a dark  adapted  observer  obtains  from  such 
sources  as  moonlight  or  starlight.  A dimly  light- 
ed red  area  cannot  be  detected  by  an  aerial  ob- 
server unless  his  line  of  sight  happens  to  pass 
within  a degree  or  two  of  it. 

In  time  of  war,  many  of  us  may  have  to  per- 
form duties  during  blackout  hours.  For  the  sake 
of  our  lives  and  those  of  others,  it  is  important 
that  we  acquaint  ourselves  with  our  own  capabil- 
ities and  limitations  for  seeing  in  the  dark. 
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w\  L induces  sound  restful 
sleep  closely  resembling  the  normal. 
By  dulling  the  consciousness  of  phy- 
sical and  mental  discomfort  it  helps 
the  patient  rebuild  vital  resources. 
Dosage  is  small . . . absorption  and 
elimination  rapid  . . . and  cumula- 
tive effects  avoidable  by  proper  dos- 
age regulation. 


HOW  SUPPLIED 

IPRAL  CALCIUM  (calcium  ethyliso- 
propylbarbiturate)  in  2-grain 
tablets  and  in  powder  form  for 
use  as  a sedative  and  hypnotic. 
% grain  tablets  for  mild  seda- 
tive effect  throughout  the  day. 


IPRAL  SODIUM  (sodium  ethyliso- 
propylbarbiturate)  in  4-grain 
tablets  for  pre-anesthetic  med- 
ication. 


For  literature  address  the  Professional 
Service  Department,  E.  R.  Squibb  & Sons, 
745  Fifth  Avenue,  New  York.  N.  Y. 


ER;  Squibb  SlSons 


Manufacturing  Chemists  to  the  Medical  Profession  Since  ’^58 


PROGRESS  IN  INTERNAL  MEDICINE 


CLINICAL  USES  OF  THE  SULFONAMIDES 

Each  new  member  of  the  sulfonamide  group 
of  drugs  calls  forth  a number  of  articles  on  its 
experimental  aspects  and  clinical  applications. 
The  total  of  this  literature  soon  becomes  over- 
whelming in  volume  and  discouraging  to  the 
average  physician.  Yet  it  is  imperative  for  him 
to  keep  up  on  the  subject.  Next  to  the  war,  it  is 
the  most  important  subject  of  the  decade.  The 
sulfonamides  may  save  as  many  lives  as  the 
united  war  effort  will  destroy. 

Of  the  many  aspects  of  sulfonamide  therapy, 
two  questions  are  selected  for  discussion  at  this 
time : 

1.  What  considerations  shall  influence  our 
choice  of  drug  in  the  treatment  of  a given  case? 

2.  What  are  the  reasons  for  failure  in  certain 
cases  where  the  drug  is  administered  carefully 
according  to  the  usual  rules? 

Choice  of  a Sulfonamide 

How  shall  we  select  the  proper  member  of  the 
sulfonamide  series  for  use  in  a given  case?  The 
principal  considerations  are  (1)  the  specificity 
of  the  drug,  (2)  its  distribution  and  concentra- 
tion in  the  blood  and  body  tissues,  and  (3)  its 
toxicity.  These  points  are  to  be  evaluated  in 
relationship  to  the  severity  of  the  infection  and 
the  patient’s  general  condition  (age,  other  com- 
plicating diseases,  etc.).  The  first  three  points 
will  be  considered  briefly  in  relation  to  the  five 
outstanding  members  of  the  group:  sulfanila- 
mide, sulfapyridine,  sulfathiazole,  sulfadiazine 
and  sulfaguanidine. 

Sulfanilamide,  the  first  member  of  the  series, 
discovered  in  1935,  was  proclaimed  as  a cure  of 
puerperal  sepsis.  Clinical  reports  have  repeated- 
ly confirmed  the  experimental  evidence  of  its 
efficacy  against  infection  by  members  of  the 
streptococcus  hemolyticus  group  of  organisms. 
It  has  likewise  been  shown  to  be  clinically  effi- 
cient in  the  treatment  of  chancroid,  gonorrheal 
arthritis,  ophthalmia  neonatorum,  lymphogranu- 
loma venereum,  trachoma,  and  meningococcus 
and  pneumococcus  meningitis.  It  is  quickly  ab- 
sorbed, so  that  high  blood  levels  and  other  body 
fluid  levels  are  easily  obtained  by  oral  adminis- 


tration unless  vomiting  is  a complication.  Sul- 
fanilamide powder  is  probably  the  drug  of  choice 
in  local  application  to  surface  and  cavity  wounds 
where  infection  is  present  or  suspected  (ruptured 
viscus,  war  wounds,  etc.).  The  chief  objections 
to  this  drug  are  its  toxic  reactions.  General 
symptoms,  cyanosis,  and  dizziness  with  depres- 
sion are  outstanding.  Vomiting  is  frequent.  Se- 
rious blood  dyscrasias  and  skin  eruptions  also 
occur. 

Sulfapyridine  was  heralded  as  a cure  for 
pneumococcus  pneumonia.  It  is  unquestionably 
of  value  in  all  types  of  pneumococcus  infection. 
It  is  also  effective  in  Friedlander’s  bacillus 
pneumonia  and  is  more  effective  than  sulfanila- 
mide against  the  gonococcus  and  meningococcus. 
It  is  somewhat  slowly  absorbed  but  is  slowly 
excreted  and  relatively  high  blood  levels  are 
readily  obtained  by  mouth  administration,  pro- 
vided vomiting  is  not  a complication.  The  sodium 
salt  is  available  for  intravenous  administration. 
It  is  relatively  highly  toxic,  producing  a high 
incidence  of  serious  vomiting  and  not  infre- 
quently hematuria  and  occasional  “crystal” 
anuria. 

Sulfathiazole  is  more  effective  than  either 
sulfanilamide  or  sulfapyridine  in  the  treatment 
of  staphylococcic  infections.  It  has  approximate- 
ly the  same  effectiveness  as  sulfapyridine  against 
the  pneumococcus.  It  is  rapidly  absorbed  and 
rapidly  excreted  and  high  blood  levels  are  dif- 
ficult to  maintain.  It  is  relatively  poorly  dif- 
fused into  meninges,  pleura  and  peritoneum.  It 
is  more  useful  than  other  members  of  the  group 
in  gonorrheal  infections  in  the  male,  and  in  most 
genito-urinary  tract  infections.  It  is  perhaps  the 
drug  of  choice  in  staphylococcic  infections.  It  is 
also  useful  in  bacillus  coli  infections  and  in  in- 
fections by  certain  members  of  the  enteritis 
group.  It  is  more  commonly  used  in  pneumonia 
and  in  many  other  conditions  because  toxic 
reactions  are  less  severe.  It  causes  much  less 
nausea  and  vomiting  but  may  cause  renal  com- 
plications (hematuria  and  anuria)  and,  not  in- 
frequently, skin  eruptions. 

Sulfadiazine,  the  most  recently  developed 
member  of  the  group,  is  apparently  the  most 
generally  useful  and  is  certainly  the  least  toxic 
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of  the  series.  It  is  reported  to  be  effective  against 
bacillus  coli,  Friedlander’s  bacillus,  the  mening- 
ococci, pneumococci,  beta  hemolytic  streptococci, 
and  staphylococci.  Its  absorption  is  somewhat 
slower  than  sulfathiazole  but  its  excretion  is 
slower  and  there  is  little  acetylization  of  the 
drug,  so  that  high  blood  levels  are  readily  main- 
tained. It  is  diffused  readily  into  the  serous  sacs 
and  meninges.  Toxic  effects  are  relatively  in- 
frequent but  general  depression,  nausea  and 
vomiting,  mild  fine  skin  eruptions,  etc.,  do  occur 
with  this  drug.  The  greatest  objection  to  its  use 
is  its  present  high  cost. 

Sulfaguanidine  has  a limited  field  of  use- 
fulness. It  is  poorly  absorbed  and  rather  high 
concentrations  of  the  drug  are  found  through- 
out the  intestinal  tract  after  mouth  administra- 
tion. For  this  reason  it  has  been  advocated  in 
intestinal  tract  infection,  in  operations  involving 
the  bowel  and  in  chronic  ulcerative  colitis.  In 
this  last  use  it  has  proved  disappointing.  Its 
principal  use  is  in  bacillary  dysentery. 

It  is  noteworthy  that  none  of  the  drugs  so 
far  discovered  have  proven  useful  against  any 
of  the  common  infectious  diseases  caused  by  the 
viruses  or  by  the  rickettsia.  Their  only  use  in 
these  diseases  is  as  a prophylaxis  against,  or  in 
the  treatment  of,  complications  caused  by  the 
organisms  which  are  susceptible  to  the  sulfa 
drugs. 

Explanation  of  Failures 

What  are  the  reasons  for  failure  in  chemother- 
apy with  the  sulfonamides ? This  question  is  an- 
swered in  a recent  article  by  Bullowa  and  others 
(Bullowa,  J.  G.  M. ; Schackman,  N.  H.,  and  Stats, 
D. : Chemotherapy  of  Pneumonias  and  Immunity 
Reactions,  Ann.  Int.  Med.  16:57  [Jan.]  1942), 
in  relationship  to  pneumonia.  The  principles  apply 
equally  well  to  other  infections.  They  are  briefly 
as  follows : 

1.  Wrong  diagnosis.  The  infection  may  be  due 
to  an  organism  not  affected  by  the  sulfonamides, 
or  the  drug  selected  may  not  be  sufficiently 
specific  for  the  organism.  One  should  always 
seek  to  discover  the  etiologic  agent  at  the  onset. 
A change  to  another  member  of  the  se~ies  may 
accomplish  results.  In  cases  where  the  etiologic 
agent  is  in  doubt,  if  specific  drug  administration 
in  sufficient  dosage  is  not  accomplishing  any 
clinical  improvement  within  forty-eight  to  sev- 
enty-two hours,  it  may  be  wise  to  stop  this  form 
of  therapy. 

2.  Ineffective  concentration.  This  may  be  due 
to  insufficient  dosage,  poor  absorption,  conver- 


sion (acetylization),  rapid  excretion  or  insuffi- 
cient tissue-penetration.  Determination  of  blood 
levels  of  the  drug,  and  perhaps  spinal  fluid  or 
pleural  fluid  levels,  are  indicated  when  this  ques- 
tion arises.  Intravenous  administration  may  be 
necessary  to  obtain  adequate  levels  in  serious 
infections. 

3.  Too  many  organisms.  If  the  disease  is 
treated  late,  or  in  the  case  of  overwhelming  in- 
fection, the  organisms  may  be  killed  or  attenu- 
ated too  slowly  to  save  the  patient.  Prompt  in- 
stitution of  heroic  doses  of  the  drug  by  all  routes 
is  indicated  under  these  conditions. 

4.  The  organisms  may  become  “fast.”  This 
is  not  frequent  but  it  does  occur  and  much  high- 
er concentrations  of  the  drugs  than  are  usually 
employed  may  be  required. 

5.  Antisulfonamide  substances ; pus.  Pus,  serum 
and  other  exudates  may  contain  antisulforid- 
mide  substances  which  make  chemotherapy  in- 
effective. The  large  numbers  of  organisms  pres- 
ent in  collections  of  pus  make  therapy  more 
difficult.  The  principle  of  early  surgical  drain- 
age of  abscesses  and  empyema  should  always  be 
adhered  to  lest  immunity  response  and  protection 
become  exhausted.  In  conjunction  with  drainage 
and  internal  administration  of  the  drug,  local 
application  or  lavage  may  assist  in  expediting 
cure. 

6.  Toxic  action.  Severe  toxic  phenomena  due 
to  the  drug  itself  may  preclude  the  administra- 
tion in  sufficient  dosage  or  over  sufficient  period 
of  time  to  accomplish  results.  A change  to  an- 
other member  of  the  series  may  be  possible  if 
the  toxic  effects  do  not  involve  such  vital  organs 
as  bone  marrow,  liver,  etc. 

7.  Failure  of  immunity  response.  There  may 
be,  in  certain  patients,  a failure  of  immunity 
response  so  that  organisms  that  have  not  been 
killed  may  again  become  active.  Complete 
studies  of  the  organism  and  of  the  patient’s 
immunity  response  may  be  required  in  this  in- 
stance. Specific  antiserum  may  be  required  in 
addition  to  chemotherapy. 

Summary 

In  order  to  accomplish  maximum  benefit  in 
sulfonamide  therapy  it  is  well  to  know  accurately 
the  specific  etiological  agent  with  which  we  are 
dealing  and  the  full  extent  of  the  disease  pro- 
cess. Knowing  this  we  should  promptly  institute 
the  specific  drug  in  full  therapeutic  dosage  and 
so  anticipate  only  rare  consideration  of  the 
problems  listed  above. 

S.  E.  Doolittle,  m.d. 
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It  is  important  to  remember  that  an 
acute  deficiency  of  a single  Vitamin 
B Factor — by  the  very  nature  of  its 
origin — is  the  danger  signal  of  de- 
ficiency of  the  entire  Vitamin  B Com- 
plex. For  the  prescribing  physician 
there  is  only  one  safe  rule — when 
massive  dosage  of  a single  factor  is 
indicated,  this  factor  should  be  for- 
tified with  an  adequate  complement 
of  the  entire  Vitamin  B Complex  as 
it  occurs  in  nature.  'Elixir  Galen  B 
Fortified’  is  such  a preparation. 

GALEN  COMPANY,  INC. 

BERKELEY  « CALIFORNIA 


Each  ounce  of  'Elixir  Galen  B 
Fortified’  provides  3333  Inter- 
national Units  of  Vitamin  Bt 
and  2300  gammas  of  Ribofla- 
vin, plus  effective  levels  of  all 
other  factors  as  they  occur  in 
rice  bran  concentrate.  Through 
the  use  of  'Elixir  Galen  B 
Fortified’  in  thiamine  and  ribo- 
flavin therapy,  the  physician  is 
assured  that  his  patients,  auto- 
matically, and  without  the  need 
of  a second  prescription,  will 
be  fully  safeguarded  against  the 
dangers  of  incomplete  Vitamin 
B Complex  medication. 

• Available  through 
prescription  pharmacies 
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RECENT  ADVANCES  IN  SURGERY 


VITAMINS  IN  RELATION  TO 
SURGICAL  PRACTICE 

A recent  review  by  Paul  Starr  of  Northwestern  Uni- 
versity Medical  School  (Starr,  P. : The  Value  of  Vitamins 
in  Surgical  Practice,  Intcrnat.  Abstr.  Surg.  75:309,  1941; 
in  Surg.,  Gynec.  & Obst.  [April]  1942)  considers  in  detail 
the  various  vitamins  in  relation  to  surgery.  Some  of  the 
more  important  aspects  of  this  problem  are  summarized 
herewith. 

A most  important  reorientation  in  regard  to 
the  vitamins  is  in  process.  Many  still  think  of 
them  as  substances  necessary  for  the  prevention 
of  such  bizarre  diseases  as  beriberi,  pellagra, 
scurvy,  and  rickets.  Actually  they  are  necessary 
for  normal  biological  processes;  they  are  requir- 
ed in  certain  quantities ; and  deficiency  may 
manifest  itself  by  serious  changes  in  function 
before  changes  that  produce  the  clinical  pictures 
of  these  deficiency  diseases  take  place.  There 
are  three  orders  of  magnitude  of  vitamin  re- 
quirement; namely,  (1)  the  amount  needed  for 
normal  processes  under  normal  conditions.  (2) 
the  amount  needed  to  maintain  normal  processes 
during  critical  emergencies,  and  (3)  the  amount 
needed  to  reverse  pathological  organic  changes 
resulting  from  deficiency.  The  surgeon  is  con- 
cerned chiefly  with  the  second  of  these  three. 

The  Clinical  Diagnosis  of  Avitaminosis 

Indications  of  latent  or  “subclinical”  avita- 
minosis must  be  derived  chiefly  from  a history 
of  ( 1 ) inadequate  intake,  which  may  be  due  to 
ignorance,  poverty,  anorexia,  special  restricted 
therapeutic  diets,  or  alcoholism;  (2)  inadequate 
absorption,  which  may  be  due  to  persistent  vom- 
iting, ileitis,  ulcerative  colitis,  postoperative 
short-circuiting  of  the  gastrointestinal  tract,  re- 
peated or  continuous  aspiration  of  the  gastro- 
intestinal contents;  and  finally  (3)  increased  re- 
quirements, as  in  fever,  hyperthyroidism,  preg- 
nancy, administration  of  intravenous  glucose,  or 
alcoholism. 

Vitamin  A 

Vitamin  A deficiency,  unless  advanced  and 
severe,  is  of  no  practical  importance  to  the  sur- 
geon. 


Vitamin  B 

The  vitamin  B factors  are  known  chemical 
substances  of  which  the  structure  has  been  de- 
termined. They  are  respiratory  enzymes  required 
in  normal  physiology.  Beriberi  and  pellagra  are 
the  end-results  of  prolonged  deficiency  from 
which  pathological  changes  have  had  time  to 
occur.  A sudden  increase  in  the  rate  of  oxidation 
of  carbohydrates  such  as  would  occur  in  a thy- 
roid crisis,  a febrile  reaction,  or  an  operation, 
will  create  a deficiency  in  vitamin  B with  acute 
disturbance  of  the  oxidation  processes.  The  three 
components  of  vitamin  B known  to  be  respiratory 
enzymes  are  thiamin,  riboflavin,  and  niacin 
(nicotinic  acid). 

Sydenstricker  says  that  in  his  experience 
“every  instance  of  ‘waterlogging'’  occurring  in 
surgical  patients  receiving  intravenous  dextrose 
solution,  with  or  without  saline,  associated  with 
tachycardia,  neuritic  pain  or  tenderness  of  the 
extremities,  has  shown  prompt  diuresis  and  relief 
of  pain  and  tenderness  as  well  as  slowing  of  the 
heart  when  adequate  doses  of  thiamin  were 
given.  . . . 

“The  combination  of  mental  confusion  or 
actual  delirium  and  glossitis  and  stomatitis  is 
seen  in  patients  with  complicated  surgical  condi- 
tions who  are  maintained  for  considerable  pe- 
riods by  parenteral  administration  of  dextrose 
and  physiologic  saline  solutions.  All  types  of 
obstructive  lesions  of  the  gastrointestinal  tract, 
acute  cholecystitis,  operations  upon  the  stomach 
or  bowel,  all  varieties  of  suppurative  peritonitis 
and  extensive  infected  wounds  furnish  examples 
of  this  syndrome.  It  is  seen  very  often  too  after 
emergency  operations  for  urinary  obstruction 
due  to  prostatism.  The  factors  which  seem  to  be 
contributory  to  avitaminosis  in  these  groups  are 
fever,  vomiting  and  the  administration  of  large 
amounts  of  dextrose.  Fever  causes  hypermeta- 
bolism with  increased  energy  requirements; 
vomiting  prevents  the  absorption  of  vitamins 
from  any  normal  foodstuffs  which  may  be  taken. 
Glucose  maintenance,  though  the  only  available 
method  of  alimentation  in  many  instances,  in- 
creases the  utilization  of  coenzymes  without 
furnishing  any  replacement.” 
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In  commenting  on  therapeutic  measures 
Sydenstricker  says:  “It  is  probably  always  wise 
to  add  nicotinic  acid  or  sodium  nicotinate  to 
dextrose  solutions  when  they  are  to  be  used  for 
the  prolonged  hydration  or  nourishment  of  pa- 
tients unable  to  swallow  or  retain  food  or  fluids. 

“The  amount  of  nicotinic  acid  required  for 
the  satisfactory  treatment  of  the  whole  group 
of  acute  deficiencies  is  large.  It  has  been  our 
custom  to  give  at  least  600  mgm.  daily  by  mouth 
or  through  an  indwelling  stomach  tube  and  300 
to  400  mgm.  by  intramuscular  or  intravenous 
injection.” 

Vitamin  C 

Recent  work  by  Lanman  and  Ingalls  has 
shown  that  the  presence  of  scurvy  in  guinea  pigs 
interferes  with  wound  healing,  and  suggested 
that  a vitamin  C deficiency  might  be  of  impor- 
tance in  clinical  surgery. 

Wolfer  states  “The  deficient  patient  should 
receive  1 gm.  of  cevitamic  acid  daily  for  ten  days 
before  any  surgical  procedure  is  attempted  and 
this  should  be  continued  until  wound  healing  is 
complete.” 

A most  important  direct  human  experiment 
on  wound  healing  was  carried  out  by  Crandon, 
Lund,  and  Dill.  One  of  them  placed  himself  on  a 
diet  containing  no  vitamin  C for  six  months.  All 
other  known  vitamin  factors  were  provided.  An 
incision  through  the  skin  of  the  back  was  made 
after  three  months.  This  wound  healed  normally. 
A similar  wound  was  made  after  six  months  on 
the  diet.  This  failed  to  heal  normally;  biopsy  of 
the  wound  showed  that  the  tissues  at  this  time 
lacked  intercellular  substance.  Parenteral  vitamin 
C was  then  given  with  good  healing,  and  after 
ten  days  a biopsy  showed  considerable  intercel- 
lular substance.  The  great  length  of  time  elaps- 
ing in  this  case  before  vitamin  C deficiency  pro- 
duced failure  of  wound  healing  may  be  explained 
by  the  maintenance  of  tissue  health  and  by  the 
adequacy  of  the  other  nutritional  elements.  More 
important  than  the  eventual  production  of  wound 
separation  was  the  positive  evidence  of  the  im- 
mediate production  of  wound  healing  by  the  res- 
toration of  vitamin  C and  the  microscopic  dem- 


onstration of  intercellular  material  coincident 
with  vitamin  C administration. 

Vitamin  D 

Vitamin  D is  of  no  practical  importance  in 
surgery  except  where  calcium  metabolism  is 
specifically  altered  by  the  operation  or  the  dis- 
ease. We  need  not  consider  it  here. 

Vitamin  K 

Vitamin  K has  proved  to  be  a specific  sub- 
stance preventing  hemorrhage.  Green  leafy  plant 
tissue,  such  as  dried  alfalfa,  is  its  richest  natural 
source.  The  clinical  application  of  vitamin  K 
began  following  the  demonstration  of  low  pro- 
thrombin levels  in  certain  cases  of  obstructive 
jaundice  by  Quick,  Stanley-Brown,  and  Bancroft. 
Recently  highly  water-soluble  synthetic  substi- 
tutes have  been  given  intravenously,  and  some  of 
these  synthetic  materials  appear  to  be  absorbed 
directly  from  the  intestine  independently  of  bile. 

In  addition  to  the  hemorrhagic  state  asso- 
ciated with  obstructive  jaundice,  other  hemor- 
rhagic states,  such  as  hemorrhagic  disease  of  the 
newborn,  that  associated  with  extensive  liver 
damage,  and  that  occasionally  occurring  in  non- 
tropical  sprue  and  ulcerative  colitis,  have  been 
treated  with  vitamin  K.  The  clotting  defect  in 
hemophilia  does  not  involve  prothrombin  defi- 
ciency, hence  it  does  not  respond  to  vitamin  K 
administration. 

Little  is  known  about  the  manner  in  which 
vitamin  K promotes  the  formation  of  prothrom- 
bin. This  function  is  carried  out  in  the  liver  and 
not  in  the  blood. 

Summary 

The  surgeon  should  therefore  be  concerned 
with  (1)  the  prevention  of  waterlogging  or  of 
mental  confusion  and  stomatitis  in  febrile,  hyper- 
thyroid, or  any  postoperative  cases,  as  a result 
of  vitamin  B deficiency;  (2)  the  prevention  of 
delayed  or  imperfect  wound  healing  as  a result 
of  vitamin  C deficiency;  and  (3)  the  correction 
of  any  abnormality  of  the  clotting  mechanism 
which  might  be  due  to  vitamin  K deficiency. 

Douglas  B.  Bell,  m.d. 
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"The  foetus  seen  coiled  in  situ  within  the 
uterus,  at  about  the  seventh  month  of  gesta- 
tion," as  shown  in  "The  Principles  and  Prac- 
tice of  Obstetric  Medicine,"  by  David  D. 

Davis,  a classic  of  1836. 


STARTING 
FROM  SNUFF 

Since  the  first  recorded  statement  on  stimulation 
of  contractions  of  labor  by  means  of  snuff,  as 
advised  by  Celsus  about  25  A.  D.,  the  oxytocics 
used  have  been  many  and  varied.  The  advent  of 
Pitocin*  in  1928  provided  the  obstetrician  with 
an  oxytocic  of  unusual  scope  and  notable 
advantages. 

Pitocin  consists  of  the  oxytocic  principle  of  the 
posterior  pituitary  gland  with  practically  none  of 
its  pressor  principle.  Therefore,  it  causes  no  ap- 
preciable rise  in  blood  pressure.  A favorite  prep- 
aration for  stimulation  of  the  uterine  musculature 
in  uncomplicated  obstetrics,  Pitocin  has  special 
advantages  in  eclampsia,  hypertension,  and 
nephritis. 

The  purity  of  Pitocin  and  its  exceedingly  low  pro- 
tein content  minimize  the  possibility  of  reactions. 
From  the  angle  of  uniformity,  potency  standard- 
ization — in  every  way  — Pitocin  is  the  No.  1 
pituitary  oxytocic. 

Pitocin  (alpha-hypophamine)  finds  wide  use  for: 
medical  induction  of  labor,  stimulation  of  the 
uterus,  in  properly  selected  cases,  during  labor, 
and  prevention  or  control  of  postpartum 

hemorrhage.  *Trad«  Mark  Rag.  U.  S.  Pat.  Off. 
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A product  of  modern  research  offered  to  the  medical 
profession  by 
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PICTURE  OF  A PHYSICIAN 


uuth  a little,  time  te  IwmAelli 


1 


You're  right!  Something  should  be  done  these  days  to  give  physicians  more  time 
for  themselves  . . . and  S-M-A*  infant  feeding  formula  is  helping  to  do  it! 

Take  the  case  of  the  physician  whose  patients  kept  calling  up  to  discuss  "Formula 
Troubles."  He  decided  to  save  time  by  prescribing  S-M-A  for  normal  infants 
deprived  of  breast  milk.  Don't  take  our  word  for  it — in  a recent  survey  among 
3935  physicians  who  fed  S-M-A,  76%  of  those  reporting  said  S-M-A  saved  time; 
89%  of  those  reporting  said  S-M-A  was  easier  for  mothers  to  prepare;  85%  of 
those  reporting  said  with  S-M-A  they  observed  freedom  from  digestive  upsets. 


*$-M-A.  a trade  marie  of  5.M.A.  Corporation,  for  its  brand  of  food  especially 
prepared  for  infant  feeding — derived  from  tuberculin-tested  cow's  m'lk,  the  fat 
of  which  is  replaced  by  animal  and  vegetable  fats,  including  biologically  tested 
cod  liver  oil;  with  the  addition  of  milk  sugar  and  potassium  chloride;  altogether 
forming  an  antirachitic  food.  When  diluted  according  to  directions,  it  is 
essentially  similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate 
and  ash,  in  chemical  constants  of  the  fat  and  physical  properties. 


S.  M.  A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


CLINICO-PATHOLOGIC  COMMENT 


SHOCK,  WITHOUT  OR  WITH 
HEMORRHAGE,  AND  BURNS 

Summary 

There  is  here  presented  a Laboratory  Primer, 
in  words  of  one  syllable,  on  the  determination 
of  blood  proteins  and  hematocrit  readings,  so 
that  the  clinician  may  better  meet  shock,  hem- 
orrhage and  burns  and  may  better  understand 
how  the  clinical  pathologist  arrives  at  the  re- 
ports he  issues. 

Very  much — probably  much  too  much — has 
been  written  or  spoken  on  these  subjects  re- 
cently, so  that  I must  apologize  for  bringing 
them  up  again.  However,  we  Americans  here 
in  Hawaii,  living  constantly  under  the  “Sword 
of  Damocles” — or  had  I better  say  the  “Katana 
of  the  Samurai”? — must  keep  these  matters  con- 
stantly in  mind,  and  have  a clearly  formulated 
plan  of  action  to  combat  these  evils.  There 
cannot  be  too  much  rehearsing. 

Clinical  Shock 

To  the  clinician  the  shock  patient,  without 
hemorrhage,  has  suffered  concussion,  blast, 
great  pain,  destruction  of  tissue  or  handling 
of  viscera.  He  is  the  one  who  grows  pale,  his 
temperature  is  lowered,  his  pulse  gets  more 
rapid  and  thinner,  his  blood  presssure  falls 
and  falls,  his  respiration  rate  rises,  there  is  a 
pinched  look  to  his  face  and  he  is  bathed  in  cold 
perspiration.  It  is  the  picture  of  impending  death. 
The  astute  clinician  will  usually  act  on  these 
criteria  alone,  without  help  from  the  laboratory, 
at  least  for  the  time  being : plasma,  saline  and 
glucose,  hypertonic  saline,  adrenal  cortex,  heat 
and  supine  position  come  to  mind.  If  time  per- 
mits, whole  blood  is  given.  If  there  be  obvious 
hemorrhage  or  hidden  hemorrhage  (peritoneum 
or  pleura),  the  severity  of  the  picture  is  aug- 
mented— pallor  is  marked  and  air  hunger  be- 
comes prominent. 

A badly  burned  patient  is,  to  the  clinician, 
another  shocked  patient,  with  an  exquisitely 
painful,  potentially  infected  wound  or  wounds. 
The  surgeon  is  keenly  interested  in  the  degree 


and  extent  of  the  burns,  but  his  main  interest  is 
in  the  patient  as  a whole.  For  the  time  being,  he 
must  assuage  pain,  raise  blood  pressure,  replace 
lost  fluids  and  proteins  and  guard  against  in- 
fection and  absorption. 

Clinico-pathologic  Shock 

To  the  clinical  pathologist,  any  one  of  these 
three  patients  is  just  a pump — the  heart— which 
no  longer  has  an  adequate  volume  of  blood  to 
contract  on,  since  much  of  it  has  stagnated  in 
the  splanchnic  area,  or  has  been  lost  by  massive 
hemorrhage,  or  oozed  out  of  the  burned  surfaces. 
He  is  also  a set  of  arteries  and  veins,  but  they 
are  not  so  important  as  the  innumerable  capil- 
laries, which  have  become  dilated  and  of  in- 
creased permeability,  leaking  plasma,  and  there- 
by producing  general  and  local  edema.  A high- 
sounding  phrase  that  is  really  easy  to  under- 
stand makes  the  picture  clearer : “Protoplasm  is 
simply  a hydrophyllic  colloid,  which,  in  the  pre- 
sence of  acid,  imbibes  water.”  If  I had  my  way,  I 
would  have  these  words  inscribed  on  the  wall  of 
every  operating  room.  In  other  words,  the  muscle 
cell,  inadequately  supplied  by  blood  and  oxygen, 
suffers  an  anoxia  and  an  excess  of  CO2  and 
lactic  acid,  and  therefore  takes  what  water  it  can 
get  from  the  leaky  capillaries.  By  the  time  the 
water  in  the  tissues  become  excessive,  the  capil- 
laries have  become  highly  permeable  to  the 
smaller  molecules,  and  the  plasma  albumins  seep 
out  into  the  tissues.  So  there  begins  the  vicious 
circle — for  the  blood  plasma  proteins  themselves 
are  hydrophyllic  and  keep  water  within  the  vas- 
cular tree,  and  if  they  are  not  there  in  adequate 
quantity  (7.0  grams  per  100  cc.),  then  water  and 
salts  that  get  into  or  are  put  into  the  vascular 
tree  promptly  leak  out  again.  Hemorrhage  ag- 
gravates the  picture  by  reducing  the  red  cell 
content,  the  hemoglobin  content,  and  thereby  the 
oxygen-carrying  capacity,  of  the  remaining 
blood.  More  red  cells — transfusions — are  logical, 
as  is  the  administration  of  oxygen.* 

* If  you  have  oxygen  and  no  masks  for  giving  it,  put  a 
gas  mask  on  the  patient,  plunge  a trocar  through  it, 
and  hook  it  on  to  the  supply  line.  I made  this  sugges- 
tion long  ago  but  was  frowned  on  lest  the  chemical 
warfare  department  might  object  to  the  abuse  of  their 
gas  masks. 
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To  the  laboratory,  the  burn  case  is  similar 
to  the  preceeding  with  the  additional  fact  that 
the  burned  areas  are  oozing  comparatively  large 
quantities  of  plasma  proteins,  water  and  salt 
extraneously ; these  elements  also  seep  into  the 
entire  somatic  system,  until  the  blood  becomes 
so  concentrated  as  to  embarrass  circulation  by  its 
very  viscidity.  The  ratio  of  cells  to  plasma  (or 
serum)  rapidly  climbs. 

It  becomes  obvious  that  the  rational  treat- 
ment of  shock,  hemorrhage  and  burns  includes 
the  replacement  of  intravascular  blood  proteins, 
salts  and  water — and  red  cells,  if  needed.  In  what 
case  to  administer  which,  and  how  much,  is  the 
question  that  may  face  us  clinicians  and  patholo- 
gists tonight.  How  best  to  keep  up  capillary 
blood  pressure  is  still  an  elusive  will  o’  the  wisp. 

Laboratory  Guides  to  Treatment 

How  can  the  laboratory  help  the  clinician? 
During  the  attack,  when  a large  number  of  cas- 
ualties are  coming  in  within  a short  period  of 
time,  probably  the  only  real  help  the  laboratory 
can  give  is  blood  typing  and  cross-matching 
whole  blood  from  the  central  bank,  which  we 
assume  will  be  available  in  large  quantities. 

Interval  red  counts  are  useful,  but  not  very. 
The  same  may  be  said  of  hemoglobin  estimations. 

I know  of  no  practical  quantitative  test  for 
adrenal  secretory  action,  though  such  a test  might 
be  helpful  in  evaluating  adrenal  exhaustion  as  a 
factor  in  the  falling  blood  pressure. 

Analysis  of  the  salts,  anions  and  kations,  is 
too  complicated  and  time  consuming  to  be  of 
any  practical  value.  The  value  of  potassium  and 
sodium  determinations  is  not  yet  secure.  Alkali 
reserve,  CO2  combining  power,  pH  determina- 
tions and  the  like  have  no  place  in  the  war. 

Then  what  can  the  laboratory,  out  here  on 
the  veritable  battle  front,  do  to  help  the  surgeon? 
And  what  are  these  procedures?  The  laboratory 
has  only  two  little  tricks  up  its  sleeve  to  help 
the  intuitive  judgment  of  the  clinician  in  these 
conditions,  and  let  it  be  emphasized  that  they 
help,  not  in  the  immediate  emergency,  but  after- 
wards. They  are  (1)  the  estimation,  at  intervals, 
of  the  circulating  blood  proteins,  and  (2)  the 
determination  of  the  volume  of  red  cells  in  rela- 
tion to  fluid  content  of  the  blood.  The  latter 
gets  the  impressive  title  of  “hematocrit  reading’’. 

Blood  Protein  Determination 

How  may  the  protein  content  of  circulating 


blood  be  determined?  One  has  the  choice  of 
working  with  blood  serum,  such  as  is  used  in 
the  Wassermann  reaction,  or  with  blood  plasma, 
the  whole  fluid  portion  of  the  blood,  including 
fibrinogen,  which  is  out  of  the  picture  in  serum. 
Pure  plasma  is  best  secured  by  the  use  of  heparin 
as  an  anticoagulant.  How  much  heparin  ? We  use 
the  American  heparin  “Liquaemin’’,  deliver  1 
drop  from  a 25  gauge  needle  into  a Wassermann 
tube,  and  dry  it.  It  serves  to  hold  a little  more 
than  1 cc.  of  blood  fluid  for  a prolonged  time. 

There  are  at  present  three  practical  ways  of 
determining  blood  proteins: 

1.  The  micro-Kjeldahl  method. 

2.  The  falling  drop  or  specific  gravity  method 
(pyknometric) . 

3.  The  turbidimetric  method. 

Each  has  its  advantages  and  disadvantages.  The 
first  is  highly  accurate  but  slow  and  tedious. 
The  second  is  faster,  not  so  accurate,  full  of  per- 
sonal equations,  but  at  present  very  well  adver- 
tised. The  third  is  the  least  accurate,  but  quite 
sufficiently  so  for  clinical  purposes.  It  is  very 
rapid,  and  that  is  a consideration  if  one  has  fifty 
or  a hundred  burn  cases,  each  of  which  should 
have  one  or  two  or  three  blood  protein  determin- 
ations each  day  that  he  is  critically  ill. 

1.  The  Micro-Kjeldahl  Method 

I am  sure  that  the  mere  mention  of  the  name 
with  its  spelling  will  bring  to  your  nostrils  the 
stink  of  boiling  urine,  back  in  the  old  “P.  Chem. 
lab.”  at  college.  The  principle  of  the  micro- 
Kjeldahl  method  is  to  determine  the  nitrogen 
content  of  plasma  or  serum  and,  from  the  nitro- 
gen content,  to  calculate  the  total  protein  con- 
tent. This,  in  a little  more  detail,  is  done  as 
follows : 

A small  but  accurately  measured  amount  of  blood 
serum  is  digested  with  sulphuric  acid,  hydrogen  per- 
oxide and  heat.  The  nitrogen  is  converted  into  ammonia. 
The  addition  of  Nessler's  solution  develops  a yellow- 
brown  color,  the  depth  or  concentration  of  color  de- 
pending on  the  amount  of  ammonia  nitrogen  present. 
This  is  compared  in  a colorimeter  with  a prepared 
standard  nitrogen  solution  (ammonium  sulphate)  treat- 
ed in  a similar  fashion.  (Either  a visual  or  a photo- 
electric colorimeter  may  be  used.)  The  nonprotein  ni- 
trogen, previously  determined,  is  subtracted  from  the 
total  nitrogen  to  give  serum  protein  nitrogen.  This 
amount  is  then  multiplied  by  the  factor  6.25  to  give  the 
concentration  of  serum  protein. 

NORMAL  VALUES  FOR  SERUM  PROTEIN 
Total  serum  protein  6.5  to  7.5  grams  per  100  cc. 

(In  Hawaii,  normals  rarely  go  above  6.8%) 

Serum  albumin  4.6  to  6.7% 

Serum  globulin  1.2  to  2.3% 
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Total  plasma  protein  6.8  to  7.8  grams  per  100  ee. 


(Average  7.0) 


Functional  water  imbalance. 

serum  protein 

5.1 

Functional  water  imbalance, 

plasma  protein 

5.5 

True  edema. 

serum  protein 

4.5 

True  edema. 

plasma  protein 

5.0 

Serum  albumin  and  serum  globulin  may  be  deter- 
mined by  “salting  out"  the  globulin,  filtering  it,  and 
testing  the  albuminous  filtrate  as  above,  subtracting 
the  albumin  value  from  the  total  protein  value  to  obtain 
the  globulin  value.  The  ratio  of  globulin  to  albumin  is 
normally  about  1 to  3.3. 

2.  The  Specific  Gravity  Method 

The  specific  gravity  of  blood  serum  or  blood 
plasma  would  be  highly  uninteresting  to  the  clin- 
ician. if  it  were  not  for  the  fact  that  there  is  a 
definite  linear  relationship  between  the  protein 
concentration  and  the  specific  gravity.  Ergo, 
give  me  the  specific  gravity  of  a serum  and  I can 
give  you  its  percentage  protein  content. 

How  best  to  determine  specific  gravity  on 
minimal  amounts  of  serum  or  plasma?  There 
are  three  practical  ways,  the  second  having  two 
variants:  (1)  The  old-fashioned  pyknometric 
method  of  weighing  a given  and  known  amount 
of  serum,  and  comparing  its  weight  to  that  of  an 
equal  volume  of  water.  For  this  purpose  one  must 
have  pyknometers  or  specific  gravity  bulbs,  and 
an  excellent  balance.  It  is  not  practical  for  clin- 
ical work.  (2)  The  falling  drop  method,  recently 
widely  advertised.  It  depends  on  the  principle 
that  a measured  drop  of  plasma  or  serum  will  fall 
through  a given  column  of  a liquid  with  which 
it  is  immiscible  at  a rate  depending  on  its  specific 
gravity.  One  has  the  choice  of  two  falling  drop 
methods.  The  column  of  liquid  (oil  or  hydro- 
carbons), not  mixable  with  watery  solutions, 
through  which  the  drop  of  serum  or  plasma  falls, 
may  be  stable  and  of  fixed  and  known  specific 
gravity  : or  it  may  be  variable  so  that  a control 
drop  of  an  aqueous  solution  of  known  specific 
gravity  is  needed.  The  latter  method  has  been 
widely  advertised  and  is  widely  used  in  Hawaii. 
It  will  therefore  be  considered  in  some  detail 
first. 

The  apparatus  consists  of  a tall  cylindrical  water 
bath  which  houses  glass  tubes  containing  varying  con- 
centrations of  a xylene-bromobenzene  mixture,  and  a 
thermometer.  The  tubes  are  marked  at  30  cm.  and  the 
drop  of  serum  or  plasma  falling  that  distance  is  ac- 
curately timed  by  a stop  watch  to  one-tenth  of  a second. 
The  falling  time  of  a similar  drop  of  a watery  solution 
of  potassium  sulphate,  of  accurately  known  specific 
gravity,  is  also  observed.  These  drops  are  of  identical 
volume,  0.01  cc.,  delivered  from  an  accurate  pipette, 
with  an  ingenious  mechanical  control.  The  falling  time 
of  the  known  and  unknown  drops  having  been  deter- 
mined, and  the  temperature  observed,  the  specific 
gravity  is  determined  by  a rather  complicated  set  of 


calculations  and  the  use  of  a large  chart  or  nomogram. 
Then  from  a tabulation,  or  by  use  of  a formula,  the 
grams  of  protein  per  hundred  cubic  centimeters  may  be 
calculated.  For  real  accuracy,  the  pipettes  must  be 
scrupulously  clean  and  dry,  the  hand  that  delivers  the 
drop  must  be  very  steady  as  it  unhurriedly  releases  it, 
the  eye  must  be  keen  to  record  the  passing  of  the  line 
by  the  drop,  and  there  must  be  no  variable  reaction  time 
between  the  eye  that  observes  and  the  finger  that 
presses  the  stop  watch.  When  the  pipettes  are  clean 
and  one  is  quite  unhurried  (no  bombing  yesterday,  to- 
day or  tomorrow)  this  manipulation  is  a pleasantly 
fascinating  experience,  somewhat  like  clocking  trotting 
horses  on  a dewy  morning  on  a rural  Ohio  race  track. 

The  alternative  method  is  rather  similar  but  uses  in 
the  tubes  a mixture  of  mineral  oil  and  methyl  salicylate 
through  which  the  serum  or  plasma  falls.  This  has  a 
known  specific  gravity  and  is  stable.  It  does  not  evap- 
orate as  does  the  xylene-bromobenzene  mixture.  There 
is  no  need  for  the  control  standard  solutions,  which 
likewise  evaporate  and  vary  with  evaporation.  With 
only  temperature  and  falling  time,  specific  gravity  and 
therefore  protein  content  may  be  calculated  without 
recourse  to  a nomogram. 

Both  of  these  methods,  however,  are  time- 
consuming  and  tedious,  and  require  considerable 
manual  dexterity.  Besides,  the  presence  of  undue 
amounts  of  bile,  blood  sugar,  lipoid  matter, 
cholesterol  or  laked  hemoglobin  nullify  the  re- 
sults. Bomb  explosions  nearby  do  not  add  to  the 
accuracy. 

8.  The  Turhidimetric  Method 

This  method  depends  on  the  coagulation  of 
the  protein  in  a known  dilution  of  serum  under 
as  nearly  as  possible  constant  conditions,  to  the 
formation  of  a turbid  suspension  which  is  then 
compared  with  standard  solutions  of  serum  pro- 
teins, similarly  treated.  For  that  comparison  an 
electric  photocolorimeter  is  most  advantageous, 
for  once  it  is  calibrated  against  known  standards, 
such  standards  need  not  be  prepared  for  each 
determination.  An  electric  photocolorimeter  is  a 
machine  that  costs  from  $150  to  $300  including 
tax.  I suppose  it  is  classed  as  a luxury.  It  consists 
of  (1)  a transformer  that  delivers  a constant 
current,  (2)  a lamp  that  delivers  a constant 
beam  of  light,  preferably  through  a choice  of 
light  filters,  and  (3)  a set  of  standard  glass 
containers  to  hold  known  and  unknown  colored 
solutions  which  transmit  that  color  to  (4)  a pho- 
toelectric cell  which  is  more  or  less  strongly  ac- 
tivated by  more  or  less  colored  light  and  res- 
ponds by  generating  more  or  less  current.  This 
current  is  measured  by  (5)  a sensitive  milliam- 
meter  which  gives  the  readings.  A given  concen- 
tration of  a given  colored  substance,  in  solution, 
always  gives  the  same  reading  through  that  cell 
on  that  milliammeter.  We  have  recentlv  evolved 
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the  following  technique:  (it  probably  is  not  orig- 
inal with  us;  there  is  no  time,  nowadays,  how- 
ever, to  look  up  literature,  and  it  was  simpler 
to  try  it  out  in  practice). 

Into  a clean,  dry  Wassermann  tube,  measure,  from 
the  upper  0.1  cc.  of  a dry,  clean  Kahn  pipette — taking 
care  to  deliver  exactly  0.1  cc. — serum  or  plasma  (we 
prefer  serum).  Add  to  this  5.0  cc.  of  saline  and  mix  by- 
inversion.  Transfer  exactly  1.00  cc.  of  the  saline  serum 
mixture  to  another  Wassermann  tube.  Into  a third  tube 
measure  4.0  cc.  of  the  reagent,  which  consists  of  5% 
sulphosalicylic  acid  and  1%  anhydrous  sodium  sulphate, 
in  aqueous  solution.  This  4.0  cc.  of  reagent  is  dumped 
as  rapidly  as  possible  into  the  1.0  cc.  of  serum  dilution  and 
the  tube  is  promptly  inverted  2 or  3 times.  After  about 
five  minutes,  the  tube  is  again  inverted  and  read  in  the 
colorimeter.  The  reading,  by  means  of  the  calibration 
chart,  is  converted  directly  into  total  grams  of  protein 
per  hundred  cubic  centimeters.  Isn't  that  easy? 

To  calibrate  an  electric  colorimeter,  take  normal  hu- 
man serum  and  determine  its  protein  concentration  by  the 
pyknometric  method,  or  the  Kjeldahl  method,  or  the 
falling  drop  method.  If  none  of  these  methods  are  avail- 
able. it  is  probably  safe,  for  practical  and  clinical  purposes, 
to  pool  a number  of  normal  bloods  and  arbitrarily  assume 
the  protein  content  thereof,  per  hundred  cubic  centimeters, 
as  6.8  grams  for  serum,  or  7.0  for  plasma.  For  standardiza- 
tion or  calibration:  into  each  of  a series  of  tubes  con- 
taining respectively  5,  6,  7,  8,  9 and  10  cc.  of  saline,  add, 
from  the  upper  half  only  of  a Kahn  pipette,  exactly  0.1  cc. 
of  the  predetermined  or  pooled  normal  serum,  and  mix. 
Then  to  1 cc.  of  each  of  these  mixtures  add,  under  con- 
stant conditions,  4 cc.  of  the  sulphosalicylic  acid  reagent, 
and  make  readings  after  five  minutes.  The  first  tube 
corresponds  to  6.8  grams,  the  last  to  3.4  grams.  These 
and  their  readings  are  charted  on  graph  or  seniilogarithmic 
calibration  paper.  The  presence  of  undue  quantities  of 
bile,  sugar,  lipoids,  cholesterol  or  laked  hemoglobin  does 
nnt  interfere  with  the  validity  of  the  results;  if  traces  of 
bile  pigment  or  hemoglobin  are  noted  in  the  0.1  to  5.0 
cc.  mixture,  1 cc.  of  this  mixture  plus  4 cc.  of  saline  are 
first  read  in  the  colorimeter  to  find  a subtraction  factor, 
or  better,  are  used  to  set  the  colorimeter  to  the  “null” 
point. 

We  have  made  a number  of  parallel  observations  on 
various  sera  by  the  above  method  and  the  falling  drop 
method;  the  usual  discrepancy,  if  any,  either  way,  is  about 
- Per  cent , and  who  is  to  say  which  was  in  error,  the 
falling  drop  or  the  turbidimetric  method?  A tabulation 
of  one  such  sample  comparison  shows  the  narrow  margin 
of  discrepency: 


SERUM 

T nrhidimctric 

DIFF.  OF 

PER  CENT 

Falhnq 

Drop 

FALLING  DROP 

i 

6.95 

7.02 

+ 0.07 

6.6 

6.6S 

+ 0.08 

4 

6.8 

6.71 

— 0.09 

6 

7.1 

6.70 

— 0.40 

9 

6.95 

7.20 

-f  0.25 

10 

6.8 

6.68 

— 0.12 

11 

6.3 

6.52 

+ 0.22 

12 

6.45 

6.42 

4-  0.03 

17 

6.8 

6.75 

— 0.05 

18 

6.8 

6.61 

— 0.19 

19 

6.6 

6.55 

— 0.05 

Average 

0.14 

If  there  is  no  electric  colorimeter  available,  a rather 
crude  but  reasonably  accurate  one  can  be  made  from  a 
test  tube,  a piece  of  wire  and  a cork  stopper  as  per  the 
diagram.  A circle  is  bent  at  the  lower  end  of  the  wire  at 


Fig.  1.  Home-made  turbidimeter. 

a right  angle  and  painted  black  or  red — that  horrid  “jungle 
red”  nail  polish  serves  at  least  this  purpose  very  well.  The 
wire  is  inserted  in  a perforation  at  the  edge  of  the  stopper, 
so  that  it  may  be  slid  up  and  down  by  the  handle.  The 
turbid  solution  is  placed  in  the  test  tube  and,  under  constant 
lighting  conditions,  the  wire  is  pushed  down  until,  with 
relaxed  visual  accomodation,  the  loop  becomes  invisible. 
With  a millimeter  scale,  measure  the  distance  from  the 
bottom  of  the  meniscus  to  the  upper  side  of  the  loop,  “A”. 
After  a little  practice  one  becomes  adept  at  nearly  dupli- 
cating “repeat”  readings.  Such  an  instrument  could  be 
standardized  by  the  serial  dilutions  previously  mentioned. 
Mv  own  eyes  record  the  six  varying  standard  calibrator 
concentrations  between  15  mm.  and  32  mm;  on  our  sensi- 
tive photelometer  with  the  color  filters  the  range  is  only 
from  17  to  30.  This  little  instrument  might  not  he  trust- 
worthy for  0.1  gram  variations,  but  probably  is  safe  for 
0.5  fluctuations,  and  that  should  be  ample  for  clinical 
purposes  in  war  times. 

If  I had  fifty  or  a hundred  protein  determina- 
tions to  do  each  day,  during  or  after  a bombing, 
I certainly  would  prefer  the-  turbidimetric  meth- 
od— but  I certainly  would  want  an  assistant  to 
wash  and  dry  the  Kahn  pipettes! 

With  the  procedure  so  simple,  the  clinician 
need  not  hesitate  to  request  a protein  determina- 
tion after  each  administration  of  plasma,  whole 
blood,  or  saline,  rather  than  try  to  calculate  the 
needed  dosage  of  plasma  by  a complicated  for- 
mula from  a single  preliminary  determination. 

If  the  clinician  should  desire  a partition  of  the  total 
proteins  into  serum  albumin  and  serum  globulin,  for  the 
sake  of  completeness,  the  matter  is  simple.  Of  the  serum 
0.1  cc.  is  accurately  delivered  into  a Wassermann  tube; 
0.9  cc.  of  saline  are  added,  followed  by  2.0  cc.  of  gum 
ghatti  solution — any  standard  text  will  explain.  Into  this 
3 cc.  are  then  suddenly  dumped  3 cc.  of  saturated  solution 
of  ammonium  sulphate,  which  precipitates  out  the  serum 
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globulin.  After  repeated  inversions,  and  after  ten  minutes, 
the  turbid  mixture  is  read  in  the  colorimeter.  Its  value  in 
grams,  subtracted  from  total  proteins,  yields  the  serum 
albumin  in  grams  per  hundred  cubic  centimeters.  You 
then  have  the  total  serum  proteins,  serum  albumin  and 
serum  globulin. 

For  standardizing  or  calibrating  the  colorimeter,  one 
may  take  a sample  of  serum  and  treat  it  by  the  “salting 
out,  filtration,  digestion  and  nesslerization  process”  men- 
tioned in  the  early  part  of  this  effusion  to  accurately  de- 
termine its  globulin  content.  For  practical  purposes,  a 
number  of  pooled  normal  sera  may  be  assumed  to  have  a 
serum  globulin  content  of  1.7  grams  per  hundred  cubic 
centimeters  (the  average  normal);  0.3,  0.2,  0.1  and  0.5 
cc.  of  this  serum  are  mixed  with  enough  saline  to  bring 
the  volume  to  1.0  cc;  2.0  cc  of  gum  ghatti  solution  are 
then  added  to  each  tube  and  mixed,  and  3 cc.  of  saturated 
solution  of  ammonium  sulphate  are  suddenly  added  and 
mixed,  to  precipitate  the  globulin.  These  standards,  which 
represent  6.8,  3.4,  1.7  and  0.85  grams  of  globulin  per  hun- 
dred cubic  centimeters,  are  read  in  the  colorimeter  and 
plotted  on  graph  paper. 

Total  protein,  minus  serum  globulin,  equals 
serum  albumin ; and  normally  the  ratio  of  serum 
globulin  to  serum  albumin  is  1 :3.3.  In  nephrosis 
and  the  toxemias  of  infection,  pregnancy,  scarlet 
fever  and  the  like,  the  smaller  molecules  of  serum 
albumin  leak  out  through  the  increasedly  perme- 
able capillaries,  leaving  the  large  molecules  of 
serum  globulin  behind  in  the  circulation.  In  these 
cases  the  ratio  approaches  1 :1  or  may  be  invert- 
ed. Once  the  laboratory  has  the  serum  for  a total 
protein,  it  takes  only  an  additional  movement  or 
two  to  get  the  serum  albumin  and  serum  globulin. 
Turbidimetrically,  the  determination  of  total  se- 
rum protein,  serum  globulin  and  serum  albumin, 
with  at  least  clinical  accuracy,  is  as  easy  as  shoot- 
ing fish.  It  behooves  the  clinician  to  use  it  about 
as  often  as  he  does  the  Wassermann  reaction  and 
the  white  and  differential  count ; he  will  find  this 
tool,  after  he  learns  to  use  it,  as  useful  as  the 
other  two. 

Red  Cell  Volume  of  Blood 

The  simplest  method  I know  for  making  this 
determination  is  a slight  modification  of  the 


method  used  by  Dr.  Christopher  Hamre  (Am. 
J.  Dis.  Child.  60:22  IJuly]  1940)  in  making 
his  hematological  investigations  of  Hawaiian 
normals. 

Rather  heavy-walled  glass  tubing  of  about  2 mm. 
inside  diameter  is  cut  to  lengths  of  11.3  cm.,  because  that 
size  fits  the  usual  centrifuge  tubes.  The  cut  ends  are 
burnished  with  fine  emery  paper  rather  than  flamed,  to 
keep  the  inside  diameter  constant.  Rubber  bands  for  seal- 
ing these  tubes  are  made  by  cutting  strips,  1 cm.  wide  and 
24  cm.  long,  from  old  inner  tubes.  The  ends  are  cemented 
together  with  rubber  cement,  overlapping  slightly  over 
1 cm.  The  joint  is  reinforced  with  one  staple  from  the 
usual  office  stapling  machine. 

A saturated  solution  of  sodium  citrate  is  made ; it 
keeps  well.  For  use,  a small  quantity  of  half-saturated 
solution  for  each  day’s  use  is  made.  The  half-saturated 
solution  is  drawn  into  the  tube,  and  expelled.  Blood  is 
then  drawn,  from  the  finger,  or  from  the  sample  taken 
for  serum  proteins,  nearly  filling  the  tube,  which  is  then 
sealed  by  the  rubber  band,  the  lower  end  of  the  hematocrit 
tube  being  placed  on  the  rubber  overlap.  This  is  then 
placed  in  the  centrifuge  and  spun  at  a given  high  speed, 
a given  period  of  time.  Only  experiment  will  determine 
what  speed  and  time  will  give  packing  of  cells  that  cannot 
appreciably  be  increased  by  more  prolonged  centrifugal- 
ization.  With  a millimeter  rule,  the  lengths  of  the  entire 
column  of  blood  and  of  the  column  of  red  cells  are  meas- 
ured, and  the  ratio  reported  in  percentage.  The  usual 
normal  values  of  red  cell  volume  are  given  as  follows  : 

Females:  39%  to  43%;  average  41%. 

Males : 42%  to  50%  ; average  46%. 

(That’s  why  a woman  is  a better  plasma  donor.) 

Such  determinations  may  be  of  great  value  to 
the  clinician,  particularly  if  repeated  at  intervals, 
in  cases  of  burns  and  in  hemorrhage,  particularly 
in  invisible,  progressive  hemorrhage. 

Conclusion 

Shock,  hemorrhage  and  burns  are  primarily 
conditions  which  the  clinician  must  combat  with 
clinical  judgment,  but  he  does  have  these  two 
laboratory  aids  to  assist  him. 

E.  A.  Fennel,  m.d. 
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Re. 


Quinine 

PRESCRIPTIONS 


Under  the  terms  of  General  Preference  Order  No.  M-131  no  person  is 
entitled  to  sell,  transfer,  deliver,  or  purchase  any  quinine  except  for  use  as 
an  anti-malarial  agent  or  for  use  as  an  ingredient  of  quinine  & urea  hydro- 
chloride, U.  S.  P.  for  hypodermic  use  . . . 

Further:  . . . All  purchasers  of  quinine  . . . (except  ultimate  consumers) 

. . . must  sign  a certificate  (reproduced  below) — and  if  he  uses  the  quinine 
other  than  as  an  anti-malarial  agent  or  as  an  ingredient  of  quinine  & urea 
hydrochloride,  U.  S.  P.  for  hypodermic  use,  severe  penalties  may  be  imposed 
upon  him  for  a violation  of  General  Preference  Order  No.  M-131. 


Certificate  Under  General  Preference  Order 
No.  M-131 

I hereby  certify  that  the  quinine  ordered  hereby  is  for  use  as 
(1)  an  anti-malarial  agent  or  (2)  an  ingredient  of  quinine  and 
hydrochloride  (U.S.P.)  for  hypodermic  use,  and  will  not  be  sold, 
transferred  or  delivered  by  me  for  any  other  purpose.  This  cer- 
tificate is  made  in  accordance  with  the  terms  of  General  Prefer- 
ence Order  No.  M-131  with  which  I am  familiar. 

Name 


By- 


Date. 


McArthur  & summers 


PRESCRIPTION 


PHONES  66044 
6B865 


PHARMACISTS 


THIRD  FLOOR-YOUNG  BUILDING 
HONOLULU,  HAWAII 


On  Call  24  Hours  a Day  with  Physician  Exchange 


EMERGENCY  MEDICAL  SERVICES 

(formerly  medical  preparedness) 


The  outstanding  item  of  interest  in  defense 
activities  since  the  last  report  was  the  alert, 
which  lasted  for  nineteen  days  and  was  termin- 
ated only  by  the  good  news  of  the  battle  of  Mid- 
way. Tn  general  the  alert  was  taken  seriously  b> 
the  personnel,  many  of  them  becoming  somewhat 
tense  and  jittery  because  of  its  long  duration. 
There  was  also  a tendency  for  people  to  question 
the  validity  of  the  alert  because  it  was  not  ap- 
plied to  all  defense  units.  It  was  a good  lesson, 
because  even  the  doubters  now  realize  that  there 
was  a very  real  reason  for  the  alert  and  it  is  felt 
that  there  will  be  less  tendency  for  people  to 
question  similar  orders  in  the  future. 

There  have  been  three  changes  in  the  duties 
of  persons  connected  with  this  organization.  Dr. 
M.  F.  Haralson  resigned  his  position  as  Terri- 
torial Administrator  of  Emergency  Medical  and 
Related  Services  on  May  18  because  of  the  pres- 
sure of  his  manifold  duties  as  Territorial  Com- 
missioner of  Health,  and  Dr.  Arnold  has  been 
appointed  to  succeed  him  as  Territorial  Medical 
Director  of  the  Office  of  Civilian  Defense.  Dr. 
Pinkerton  has  been  appointed  Territorial  Direc- 
tor of  Blood  and  Plasma  Banks.  His  duties  will 
include  the  direction  and  control  of  all  Terri- 
torial blood  and  plasma  banks  under  the  Terri- 
torial Office  of  Civilian  Defense,  and  he  will  ad- 
vise and  assist  individual  banks  in  their  problems 
of  supply,  production  and  distribution.  Mrs. 
Akana  has  been  appointed  Territorial  Supervisor 
of  Nursing  Activities.  These  appointments  should 
serve  better  to  correlate  and  coordinate  the  ac- 
tivities on  all  the  islands,  although,  for  obvious 
reasons,  individual  islands  will  have  to  assume 
considerable  initiative  and  responsibility. 

The  first  consignment  of  “bunny”  gas  masks 
for  very  small  children  was  issued  to  families 
living  within  the  evacuation  zone.  Production 
and  issue  of  these  masks  have  been  of  necessity 
slow  and  the  demand  for  them  is  so  great  that 
more  than  mild  impatience  has  been  exhibited 
by  parents  unsuccessful  in  obtaining  them.  Only 
the  aid  stations  at  Pohukaina,  Kalihi-Kai  and 
Jefferson  were  concerned  in  this  issue.  When 
more  become  available  more  sections  of  the  city 
will  be  supplied  through  their  respective  stations. 


If  circumstances  demand  it,  apparatus  for 
taking  blood  and  making  transfusions,  as  well 
as  for  giving  plasma,  will  be  placed  in  all  aid 
stations,  thus  making  possible  the  immediate 
treatment  of  shocked  and  bled  out  patients  with- 
out the  danger  of  delay  occasioned  by  trans- 
portation. The  blood  bank  is  also  arranging  to 
send  blood  donors  to  the  aid  stations  and  hos- 
pitals under  emergency  circumstances. 

Ambulance  transportation  of  invalids  living 
in  the  evacuation  zones  is  being  arranged  by 
means  of  questionnaires  sent  to  persons  reported 
by  the  block  wardens  as  being  in  need  of  such 
transportation. 

Island  medical  directors  were  called  to  Ho- 
nolulu for  a meeting  on  May  15  for  instructions 
regarding  the  distribution  of  medical  supplies  to 
outside  islands.  There  being  no  lists  from  civilian 
sources  of  hospital  supplies  requisite  for  such 
purposes,  Col.  King  has  furnished  the  Office  of 
Civilian  Defense  with  army  lists  to  be  used  as  a 
basis  for  compiling  requisitions.  It  appears  from 
the  requests  already  received  that  doctors  are 
not  recognizing  the  fact  that  these  hospitals  are 
emergency  hospitals  and  that  n is  not  contem- 
plated to  include  items  other  than  those  essential 
to  saving  life  or  preventing  unnecessary  suffer- 
ing. Col.  King  has  repeatedly  laid  down  the 
dictum  that,  in  considering  whether  a given 
item  is  essential  or  not,  the  question  be  asked, 
“Might  it  save  a life?”  It  would  be  futile  to 
attempt  to  set  up  these  emergency  units  on  the 
same  scale  as  permanent  hospitals.  If,  in  making 
requisitions,  these  principles  are  borne  in  mind, 
more  efficient  and  speedy  distribution  of  sup- 
plies and  equipment  will  result. 

Forty-nine  large  and  105  small  medical  and 
surgical  kits  for  evacuation  centers  have  been 
assembled  and  distributed.  The  large  cases  are 
equivalent  to  a doctor’s  office  equipment  on  a 
small  scale,  and  the  small  cases  contain  what  a 
doctor  might  carry  in  his  bag.  These  will  be 
available  to  doctors  and  nurses  detailed  to  caring 
for  sick  or  injured  evacuees. 

A training  course  in  the  care  of  casualties 
was  instituted  for  lay  groups  on  June  9 and  the 
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response  has  been  excellent.  Classes  are  limited 
to  20  students,  and  approximately  twenty-four 
classes  are  now  in  session,  some  during  the  day 
and  some  at  night. 

A large  shipment  of  medical  supplies  has 
arrived  from  the  mainland.  These  supplies  will 
he  distributed  as  rapidly  as  they  are  unpacked,  as- 
sembled and  repacked. 

H.  L.  Arnold,  m.d. 


HOSPITAL  FACILITIES  FOR  OAHU 

The  recent  changes  in  the  hospitals  of  the 
community,  both  for  the  services  and  the  civilian 
population,  plus  the  addition  of  many  new  doc- 
tors, warrants  a brief  outline  to  bring  up-to-date 
the  facilities  available  and  the  distribution  of 
patients.  A list  of  hospitals  is  given  below,  with 
their  function  and  capacity,  as  well  as  the  group 
of  people  primarily  served.  All  of  these  civilian 
hospitals  will  permit  qualified  physicians  not  on 
their  staffs  to  admit  patients  in  any  emergency 
and  treat  them  there.  This  agreement  will  term- 
inate with  the  war. 

Civilian  Hospitals 

1.  Queen’s  Hospital.  This  is  a general  hos- 
pital of  350  beds,  300  for  adults,  50  for  infants, 
very  thoroughly  equipped  and  staffed,  and  al- 
most any  type  of  case  can  be  adequately  cared 
for  in  this  institution.  It  is  better  equipped  for 
brain  surgery  than  any  other  hospital.  Chest 
surgery  can  well  be  done  here  also. 

2.  St.  Francis  Hospital.  This  is  primarily  a 
general  hospital,  with  90  beds  for  adults  and  16 
bassinets,  making  a total  of  106  beds.  A few 
extra  can  be  added  in  an  emergency.  There  are 
facilities  for  obstetrics,  surgery,  general  medi- 
cine, with  laboratory  and  x-ray  equipment,  with- 
out specialization. 

3.  Japanese  Hospital.  This  hospital  is  Pro- 
visional General  Hospital  #3,  under  Army  con- 
trol. The  civilian  section  is  a general  hospital 
with  174  beds  for  adults  and  20  for  babies.  It  has 
the  usual  facilities  without  specialization.  There 
is  an  open  staff  at  present  on  the  civilian  section, 
and  civilian  doctors  may  care  for  their  patients 
in  the  customary  manner. 

4.  Kapiolani  Hospital.  This  is  limited  to 
obstetrics  and  gynecology,  with  70  beds  for 
adults  and  70  bassinets.  A few  extra  beds  can  be 
set  up.  War  casualties  will  not  be  admitted. 


5.  Children’s  Hospital.  As  its  name  implies, 
will  be  used  for  children,  with  14  years  as  the 
upper  age  limit.  There  are  104  beds  available, 
some  adult  size,  some  cribs  and  others  bassinets. 

6.  Shriners’  Hospital.  This  is  a private  hos- 
pital for  the  treatment  of  crippled  children,  with 
28  bed  capacity.  It  is  a small  surgical  hospital. 

7.  Leahi  Home.  This  is  primarily  a hospital 
for  the  treatment  of  tuberculosis.  There  are  avail- 
able 40  beds  for  war  casualties.  The  equipment 
and  the  staff  are  specially  suited  to  the  treatment 
of  serious  chest  wounds.  It  is  advised  that  this 
type  of  case  will  receive  better  attention  there 
than  in  any  other  local  hospital.  It  is  as  well, 
but  no  better,  qualified  as  other  hospitals  for 
other  types  of  surgery.  The  institution  has  500 
beds,  including  9 bassinets. 

8.  Kaneohe  Territorial  Hospital.  This  is  a 
hospital  of  the  Territory  of  Hawaii,  for  the  care 
of  nervous  and  mental  diseases,  with  about  1000 
bed  capacity.  Patients  are  admitted  to  it  in  the 
customary  procedure  of  this  type  of  institution. 

Office  of  Civilian  Defense  Hospitals 

1.  Sacred  Heart  Academy  Hospital.  This 
has  a maximum  capacity  of  about  400  beds,  and 
is  reasonably  equipped  and  staffed  to  care  for 
ordinary  medical  and  surgical  cases. 

2.  Wahiazva  Emergency  Hospital.  This  has 
a maximum  capacity  of  about  350  beds  and  will 
be  able  to  furnish  general  medical  and  surgical 
care.  It  has  an  obstetrical  department. 

3.  Shriners’  Hospital  Annex.  There  is  an 
annex  of  100  beds  which  will  be  opened  for  serv- 
ice only  in  the  event  of  need  arising  for  it.  The 
annex  is  an  O.C.D.  hospital. 

4.  Manoa  Valley  Hospital.  This  will  not  be 
opened  until  or  unless  the  situation  demands  it. 
Its  facilities  and  equipment  are  distinctly  of  an 
emergency  character.  Space  for  150  patients 
could  be  provided  and  they  can  get  ordinary 
surgery  if  needed. 

Plantation  Hospitals 

Plantation  Hospitals.  There  are  five  planta- 
tion hospitals,  all  equipped  with  operating  rooms, 
x-ray  and  laboratory  facilities,  and  for  obstet- 
rics. All  of  them  have  extra  beds  on  hand,  which 
can  be  made  available  for  emergency  treatment 
of  casualties.  The  plantation  hospitals  have  been 
asked  to  give  in  writing  their  permission  for  any 
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doctor  to  join  their  staffs  in  case  such  war  cas- 
ualties occur.  These  hospitals  and  their  capacities 
are  namely : 


NAME 

BEDS,  ADULT 

BEDS,  BABIES 

TOTAL  BEDS 

l. 

Aiea 

35 

8 

43 

2. 

Ewa 

37 

8 

45 

3. 

Kahuku 

24 

12 

36 

4. 

Waialua 

37 

3 

40 

5. 

Waipahu 

48 

5 

53 

These  hospitals  have  not  yet  all  agreed  to  an 
open  staff  in  case  of  war  casualties. 

Dispensary,  Waimanalo  and  IVaianac.  There 
is  a dispensary  at  Waianae  and  one  at  Waimana- 
lo for  use  by  the  plantation  personnel.  Hospital 
facilities  are  scarcely  available,  but  these  instal- 
lations should  be  kept  in  mind  as  being  of  pos- 
sible use  in  an  emergency. 

Private  Hospitals 

1.  Wahiawa  Hospital.  Dr.  Mack  at  Wahi- 
awa  has  a small  private  hospital,  which  contains 
a small  operating  room  and  some  x-ray  equipment. 
There  are  beds  for  eight  adults,  one  child  and 
three  infants. 

2.  Uyehara  Hospital,  in  Waipahu,  has  been 
closed  as  such,  but  is  an  Aid  Station. 

3.  The  Tamura  Hospital,  in  Waipahu,  is 
privately  owned  by  Dr.  Tamura,  and  has  7 beds 
for  adults  and  5 bassinets,  with  a small  operating 
room. 

Military  Hospitals 

In  case  of  emergency,  military  hospitals  are 
available  for  any  civilians.  When  admitted,  such 
patients  are  under  control  and  treatment  of  the 
Army  doctors  at  the  hospital.  In  the  event  that 
a civilian  doctor  finds  it  necessary  to  send  a 
patient  to  a military  hospital,  that  doctor  should 
confer  with  the  officer  of  the  hospital  concerned, 
and  the  patient  will  be  admitted.  However,  the 
Army  doctors  assume  control  of  the  patient. 
Should  the  civilian  doctor  desire  to  consult,  fol- 
low the  case  or  operate  on  the  patient,  such  de- 
tails must  be  arranged  with  the  hospital  com- 
manding officer  in  each  instance.  These  cour- 
tesies are  freely  extended  in  the  case  of  private 
civilian  patients  unless  there  are  special  reasons 
for  not  so  doing. 

1.  North  Sector  General  Hospital.  This,  like 
Tripler,  is  entirely  a military  hospital,  a general 


hospital  with  facilities  for  all  types  of  surgery. 
The  hospital  is  located  at  Schofield  Barracks, 
and  was  formerly  called  the  Station  Hospital. 
Women  and  children  are  admitted  in  case  of 
emergency. 

2.  Tripler  General  Hospital.  This  is  a gen- 
eral hospital  of  the  Army.  The  surgical  section 
is  at  the  Farrington  School  Annex.  Women  and 
children  are  admitted  in  case  of  emergency. 

3.  Hickam  Field  Hospital.  This  is  a mili- 
tary hospital  located  at  Hickam  Field. 

4.  Provisional  General  Hospital  No.  1,  at 
Kamehameha  School.  This  is  primarily  a hos- 
pital for  the  treatment  of  women  and  children 
at  present,  and  obstetrics,  but  will  shortly  be 
prepared  to  do  general  surgery.  The  staff  is  en- 
tirely military. 

5.  Provisional  General  Hospital  No.  2,  at 
St.  Louis  College.  This  is  a general  hospital  with 
appropriate  facilities,  staff  and  equipment,  for 
the  treatment  of  any  type  of  casualties.  The  staff 
is  entirely  Army.  There  is  also  space  for  women 
and  children  for  both  medical  and  surgical  care. 

6.  Provisional  General  Hospital  No.  3,  at 
the  Japanese  Hospital.  The  entire  hospital  is  un- 
der military  control.  The  Army  section  is  pri- 
marily for  the  care  of  contagious  diseases. 

7.  Provisional  General  Hospital  No.  4,  at 
Kaneohe  Territorial  Hospital.  The  Army  portion 
serves  as  a general  hospital  for  all  types  of  mili- 
tary needs. 

Naval  Hospitals 

1.  Naval  Hospital,  Pearl  Harbor,  T.  H.  A 
general  hospital.  Equipped  and  staffed  for  gen- 
eral medical  and  surgical  work.  It  has  an  ex- 
cellent Neuro-surgical  Department.  Women  and 
children  will  be  admitted  in  emergency  as  war 
casualties,  but  facilities  for  their  treatment  are 
limited.  Should  women  and  children  be  admitted 
in  emergency,  their  early  transfer  to  other  hos- 
pitals will  be  necessary. 

2.  Naval  Mobile  Hospital  No.  2,  Aiea,  T.  H. 
A general  hospital.  Equipped  and  staffed  for 
general  medical  and  surgical  work.  Women  and 
children  will  be  admitted  in  emergency  as  war 
casualties,  but  facilities  for  their  treatment  are 
limited.  Should  women  and  children  be  admit- 
ted in  emergency,  their  early  transfer  to  other 
hospitals  will  be  necessary. 

H.  L.  Arnold,  m.d. 
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HONOLULU  BLOOD  AND  PLASMA  BANK 
Production 

On  June  12,  1942,  the  Honolulu  Blood  and 
Plasma  Bank  had  on  hand  5,377  doses  of  plasma, 
250  cc.  each.  Of  these  4,698  were  fluid,  289  fro- 
zen, and  390  awaiting  culture.  Twenty  500  cc. 
lots  of  typed  seronegative  whole  blood,  not  over 
two  days  old,  are  kept  on  hand  at  the  central 
hank  at  Queen’s  Hospital  at  all  times. 

During  the  month  of  May  twenty-four  physi- 
cians borrowed  eighteen  250  cc.  doses  of  plasma 
and  fifteen  500  cc.  doses  of  whole  blood  for  the 
treatment  of  private  patients.  Repayment  is 
made  by  friends  of  the  patient  on  the  basis  of 
one  donor  per  dose  of  blood,  and  two  donors 
per  dose  of  plasma.  When  complete  repayment 
is  made,  no  charge  is  made  against  the  patient. 

Approximately  1,000  doses  were  dispensed, 
most  of  it  to  the  Navy,  following  the  attack  on 
December  7.  Since  that  day,  we  estimate  that 
over  10,000  donors  have  given  blood.  The  ap- 
proximate yield  from  these  should  have  been 
nearly  8,000  doses  of  plasma,  but  unfortunately 
the  rate  of  contamination  was  high  during  the 
two  weeks  immediately  following  the  7th,  and 
for  the  lack  of  filters  we  have  been  unable  to 
salvage  as  much  as  we  had  hoped. 

The  rate  of  contamination  at  the  central  blood 
bank  from  the  latter  part  of  December  to  March 
31  was  1.25  per  cent;  for  the  month  of  April 
it  was  3.8  per  cent,  and  in  May  it  was  0.  per  cent. 
This  record  compares  very  favorably  with  re- 
ports from  blood  banks  elsewhere. 

Under  present  conditions  our  average  cost 
per  unit  of  plasma  is  approximately  $9.87. 

The  branch  blood  banks  are  producing  only 
on  a minimum  scale,  just  enough  to  insure  con- 
stant practice  against  the  time  they  may  be  called 
upon  again  to  produce  at  maximum  capacity. 

A deep  freezing  unit,  capable  of  freezing  240 
units  of  250  cc.  each  in  a maximum  time  of  three 
hours,  has  been  installed  at  the  central  bank. 

Storage  facilities  have  been  made  available 
in  19  hospitals,  stores  and  ice  houses  in  the  city, 
and  in  5 such  places  in  the  country  districts. 
Plans  are  now  in  progress  to  provide  storage 
facilities  throughout  the  city  which  would  not 
be  affected  by  damage  to  the  central  electric  pow- 
er plant.  An  auxiliary  generator  has  been  in- 
stalled at  Queen’s  Hospital  to  supply  power  for 
the  storage  facilities  at  the  central  blood  bank. 

Our  statistical  studies  are  by  no  means  com- 
plete, but  for  the  period  December  24,  1941  to 


May  30,  1942  there  were  4,000  men  donors  and 
1,587  women,  divided  racially  as  follows: 


race  per  cent 

Caucasian  51. 

Japanese  24.25 

Hawaiian  and  Part-Hawaiian 8.5 

Filipino  5.75 

Portuguese  4. 

Chinese  2.5 

Puerto  Rican  1. 

Korean  1. 

All  others  2. 


Organization 

Just  about  one  year  ago  the  Honolulu  Blood 
and  Plasma  Bank  began  its  career,  sponsored 
by  the  Public  Health  Committee  of  the  Chamber 
of  Commerce,  with  but  three  workers  on  a part- 
time  or  hourly  basis.  Now,  under  the  Office  of 
Civilian  Defense,  it  has  fifteen  full-time  and  nine 
part-time  workers.  Three  of  these,  including  the 
director,  are  volunteers. 


Personnel  organisation 


DEPARTMENT 

Bleeding  room 
Plasma  processing 
Plasma  storage 
Hematology  & blood  grouping 
Records  & administration 
Filtering  & biological  lab. 


PART-TIME 

EMPLOYEES 

2 

0 

0 

2 

S 

0 


FULL-TIME 

EMPLOYEES 

4 

3 

1 

3 

1 

3 


The  bleeding  room  personnel  is  composed  of 
two  part-time  physicians,  three  full-time  regis- 
tered nurses  and  one  full-time  scrub  nurse.  Dr. 
John  W.  Devereux,  in  charge  of  the  bleeding 
room,  is  employed  on  an  hourly  basis  and  has 
full  responsibility  for  the  physical  welfare  of  the 
donors.  He  also  contacts  all  donors  with  positive 
or  doubtful  serologic  tests  to  advise  them  of  their 
condition  and  reports  these  to  the  proper  authori- 
ties. At  the  present  time  such  donors  represent 
a little  over  one-half  of  one  percent  of  the  total. 
Dr.  Devereux  is  also  ex-officio  member  of  the 
technical  advisory  committee. 


Dr.  William  S.  Ito  is  employed  on  a monthly 
salary  and  works  an  average  of  14  hours  a week. 
The  nurses  assist  the  doctors  with  the  bleedings 
and  it  is  their  responsibility  to  see  that  bleeding 
sets  and  other  equipment  are  on  hand  for  any 
emergency.  They  are  responsible  for  the  storage 
of  whole  blood  and  keeping  the  records.  The 
scrub-up  nurse,  as  her  name  implies,  cleans  the 
used  equipment  and  prepares  the  next  day’s 
equipment  for  sterilization. 

Mrs.  Hazel  H.  Bond  is  in  charge  of  all  ad- 
ministrative details  and  is  secretary  to  the  di- 
rector on  all  blood  bank  activities.  Under  her  di- 
rect supervision  are  five  employees.  Her  duties 
require  an  average  of  60  hours  a week. 
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Mrs.  Bernice  M.  Hemphill  is  in  charge  of  the 
technical  work  of  the  central  blood  bank.  This 
includes  supervision  of  blood  grouping,  plasma 
drawing,  freezing  and  storage.  Her  work  also 
requires  approximately  60  hours  a week.  She 
supervises  eight  employees.  The  employees  in 
the  blood  grouping  department  are  responsible 
for  the  hemoglobin  and  blood  group  determinations 
on  an  average  of  200  people  a day.  The  part- 
time  employees  assist  in  the  washing  of  tubes, 
slides  and  other  glassware  in  preparation  for 
the  next  day’s  work.  The  plasma  drawing,  freez- 
ing and  storage  departments  have  functions  as 
their  names  indicate.  Our  plasma,  both  liquid 
and  frozen,  is  stored  in  24  different  places  on  the 
Island  of  Oahu. 

The  filtering  department  is  under  the  super- 
vision of  a volunteer,  Mrs.  Ruth  Herter,  whose 
services  are  most  highly  valued.  This  depart- 
ment reclaims  contaminated  plasma. 

The  cultural  work  is  being  done  at  the  labo- 
ratory of  the  Territorial  Board  of  Health  by 
Dr.  Witlin. 

The  motor  corps  and  the  canteen  service  of 
the  American  Red  Cross  deserve  much  praise 
for  their  work  in  the  blood  bank.  Two  motor 
corps  workers  and  one  canteen  worker  are  in 


attendance  during  all  bleeding  hours  at  the  cen- 
tral blood  bank,  taking  charge  of  the  donors 
after  the  bleeding  and  serving  them  refreshments 
and  stimulants.  These  services  are  much  ap- 
preciated by  both  the  donors  and  the  blood  bank. 
The  American  Red  Cross  also  reimburses  the 
branch  blood  banks  for  cost  of  their  canteen 
service. 

Under  OCD  regulations  all  full-time  em- 
ployees are  on  a forty-eight  hour  basis,  i.e.,  8 to 
5 daily,  six  days  a week. 

A new  building,  40  x 80',  is  being  constructed 
on  the  grounds  of  Queen’s  Hospital  to  house  all 
departments  of  the  blood  bank.  It  is  expected 
to  be  ready  for  occupancy  about  the  first  week 
of  July. 

The  Honolulu  Blood  and  Plasma  Bank  has 
succeeded  in  spite  of  many  difficulties.  Long 
hours  of  work  in  hot,  poorly  ventilated  and 
crowded  quarters,  provided  in  temporary  tumble- 
down  structures  scattered  widely  from  the  water- 
front to  various  parts  of  the  Queen’s  Hospital 
and  its  grounds,  have  worked  a definite  hardship 
on  a very  fine  group  of  patriotic  and  interested 
workers.  To  all  of  them  goes  the  credit  for  the 
success  we  have  so  far  enjoyed. 

F.  J.  Pinkerton,  m.d. 


A PRE3EHTIHG  FIVE  C0UI1CIL-RCCEPTED  PRODUCTS... 

SANDOZ 

GYNERGEN* 

For  prompt  relief  of  migraine. 

SCILLAREN* 

Cardioactive  glycosides  from  squill,  recognized  as  a reliable  cardiotonic. 

CALGLUCON* 

For  palatable  and  convenient  oral  calcium  therapy. 

D I G I L A N I D* 

Chemically  pure  glycosides  from  digitalis  lanata.  It  is  stable,  constant  and  well 
tolerated. 

SANDOPTAL* 

A safe  and  effective  hypnotic.  Well  tolerated  even  by  the  aged. 

Literature  and  samples  on  request. 

SANDOZ  CHEMICAL  WORKS,  Inc. 

New  York,  N.  Y.  San  Francisco,  Calif. 

* Trade  Marks  Reg.  U.  S.  Pat.  Off. 


The  Birtcher  Hyfrecator  causes  no  radio  interference  and 
requires  no  screened  room. 

This  unit  furnishes  an  excellent  current  for  desiccation,  figura- 
tion and  coagulation. 

Hyfrecators  are  still  available. 


HOSPITAL  PURVEYORS,  LTD. 

846-848  SOUTH  BERETANIA  STREET 

HONOLULU,  T.  H.,  U.  S.  A. 


i tfenmcinesit&i  Vpenusves  Wants,  y?lo£es 
and  Otuidneet  Poneian  zowths 


QUICK,  SIMPLE,  SAFE 
FINE  COSMETIC  EFFECT 


Small  growths  removed  in  a matter  of  sec- 
onds with  patient  satisfaction  assured 
through  minimum  discomfort  and  the  excel- 
lence of  the  resultant  cosmetic  effect. Tech- 
nique is  extremely  simple  and  fully  outlined 
in  booklet  supplied  with  instrument. 


Epilation  Needles  Available  for 
the  Removal  of  Superfluous  Hair 


THE  BIRTCHER-BUILT 


A CLINICALLY  TRIED 
AND  PROVEN  METHOD 


The  finely  controlled  figuration  and  des- 
iccation currents  as  supplied  by  the  Hyfre- 
cator have  been  utilized  for  years  for  the 
permanent  removal  of  foreign  growths  from 
the  body  surfaces  and  within  accessible 
cavities. 


Performs  All  Fulguration- 
Desiccation  Techniques 


Comes  complete  with  footswitch,  fulguration-desiccation  needle,  and  detailed  operating  instructions  at  only  ....  $37.50 


FIFTY-SECOND  ANNUAL  MEETING 
HAWAII  TERRITORIAL  MEDICAL  ASSOCIATION 


BUSINESS  SESSION 

MABEL  L.  SMYTH  BUILDING  — HONOLULU,  HAWAII 

FRIDAY,  JUNE  5,  1942 

A full  scientific  session  and  meetings  of  the  membership  and  House  of  Delegates  were  planned  as  per  program  given  be- 
low. Upon  advice  from  the  naval  authorities  that  all  medical  officers  would  be  continued  on  the  alert  due  to  the 
developments  around  Midway  Island,  and  upon  their  suggestion,  it  was  considered  advisable  to  postpone  the  scientific 
sessions  but  to  proceed  with  the  business  meetings  since  outside  island  delegates  were  already  present  in  Honolulu. 

PROGRAM 


SATURDAY,  JUNE  6 

Business  Session — Members  and  House  of  Delegates. 

Panel — Disposition  of  War  Casualties.  Chairman — Lt. 
Comdr.  Albert  T.  Walker,  m.c.,  usn. 

1 —  Shock — Major  Chas.  A.  Young,  m.c.,  usn. 
S.  E.  Doolittle,  m.d. 

2 —  W ounds.  General — Lt.  Col.  August  M.  Spitt- 
ler,  m.c.,  usa.  Discussant — Comdr.  T.  W. 
Downes,  m.c.,  usnr. 

3 —  Abdominal  Wounds — Lt.  Col.  Leonard  D. 
Heaton,  m.c.,  usa.  Discussant — James  R. 
Judd,  M.D. 

4 —  Chest  Wounds — Joseph  E.  Strode,  m.d.  Dis- 
cussant— H.  H.  Walker,  m.d. 

5 —  Orthopedic  W ounds — Lt.  J.  D.  MacPherson, 
m.c.,  usnr.  Discussant — Col.  Robert  C.  Rob- 
ertson, M.C.,  USA. 

6 —  Head  Injuries — Ralph  B.  Cloward,  m.d.  Dis- 
cussant— Lt.  H.  Hamlin,  mx.,  usnr. 

7 —  Blast  Injuries — Lt.  Comdr.  Joseph  Palma, 
m.c.,  usnr.  Discussant — Robert  Perlstein, 

M.D. 

8 —  Burns — Lt.  Comdr.  P.  E.  Spangler,  m.c., 
usnr.  Discussant — F.  J.  Halford,  m.d. 


SUNDAY,  JUNE  7 

Breakfast  Meeting — Council  and  House  of  Delegates — 
Pacific  Club. 

Non-Venercal  Syphilis. — Lt.  Comdr.  E.  H.  Hud- 
son, M.C.,  USNR. 

Observation  of  a Recent  Epidemic  of  Typhoid 
Fever. — Capt.  Robert  J.  Hoagland,  m.c., 
usnr. 

Heart  Disease  in  Beriberi. — Lt.  Comdr.  A.  C. 
McKenney,  m.c.,  usnr. 

Psychiatric  Problems  in  Wartime  Hawaii. — E.  E. 
McNiel,  m.d. 

Buffet  Luncheon  and  Entertainment  (Wives  invited; 
Kalua  pig  and  Hawaiian  entertainment  planned). 

Note:  Medical  Officers  of  the  services  are  invited  as 
guests  to  the  scientific  sessions  and  to  the  luncheon  and 
entertainment  Sunday  afternoon. 

Registration  fee  $5.00  for  all  members  of  the  Association. 
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MINUTES  OF  MEETING 
COUNCIL 

Friday,  June  5,  1942,  4:30  p.m. 

Present:  Dr.  A.  L.  Craig,  presiding;  Drs.  R.  O.  Brown, 
D.  B.  Bell,  F.  J.  Pinkerton,  Paul  Withington,  L.  G. 
Phillips.  Also  present  were:  H.  L.  Arnold  Jr.,  editor; 
Fred  Lam;  H.  M.  Patterson,  Hawaii;  Webster  Boyden, 
Kauai;  H.  H.  Seiler,  Maui;  Thomas  Keay,  Hawaii; 
G.  C.  Milnor,  H.  C.  Gotshalk,  J.  E.  Strode,  N.  M.  Ben- 
yas, H.  T.  Rothwell,  T.  A.  Casey,  and  P.  H.  Liljestrand. 
Purpose:  This  meeting  was  called,  in  accordance  with 
the  by-laws,  for  the  day  preceding  the  annual  meeting. 
Finances:  The  Treasurer  presented  a report  for  the 
year  which  was  voted  to  be  accepted. 

Action  on  the  1942-1943  budget  was-  deferred  until  con- 
sideration could  be  given  to  the  individual  items  slated 
for  discussion. 

Hawaii  Medical  Journal:  Dr.  Arnold,  editor,  gave  a 

report  of  costs  as  follows : 

Cost  of  Journal,  per  issue $500.00 

Income  from  ads,  per  issue 300.00 

Deficit,  per  issue 200.00 

Former  cost  of  mimeographed  bulletin,  and  cost  of 

annual  meeting  proceedings,  pro-rated,  per  issue  163.00 

Actual  deficit  per  issue 37.00 

Actual  cost  of  Journal  for  the  year,  over  former 

practices  $222.00 

He  stated  that  the  January  (War)  issue  had  been  very 
costly  and  was  responsible  for  not  making  a better 
showing.  He  made  the  following  recommendations  : 

a.  that  the  Journal  be  continued  bi-monthly; 

b.  that  each  member  be  assessed  $2.00  as  subscription 
to  the  journal  to  help  with  its  cost. 

Action:  It  was  voted  to  recommend  to  the  House  of 
Delegates  that  the  Hawaii  Medical  Journal  be 
continued  and  that  each  member  be  assessed  $2.00 
per  year  as  subscription  to  the  journal,  and 
It  was  voted  that  the  same  editorial  staff  be  con- 
tinued. 

Library:  The  Secretary  drew  attention  to  the  stipula- 
tion in  the  by-laws  that  an  appropriation  be  made  year- 
ly to  the  medical  library,  and  reviewed  attempts  in  for- 
mer meetings  of  the  Council  to  levy  an  assessment  for 
this. 

Action:  It  was  voted  to  recommend  to  the  House 
of  Delegates  that  a sum  not  to  exceed  $500.00  be 
made  available  for  library  purposes,  pending  a 
report  by  the  Library  Committee  of  the  Honolulu 
County  Medical  Society  of  its  needs,  and  a state- 
ment that  the  library  will  be  made  available  to 
all  members  of  the  Territorial  Association. 
Budget  1942-1943:  With  additions  voted  as  above,  the 
budget  for  the  year  was  accepted  as  follows  : 


Balance  on  hand $1,373.11 

Membership  dues  expected  272  x 15 4,080.00 

Journal:  Advertisement  1,800 

Subscriptions  100  1.900.00 

Subscription — $2.00  per  member 544.00 


Disbursements:  7,897.11 

Rental  300.00 

Salaries  1,800.00 

Miscellaneous  100.00 

Postage  50.00 

President’s  trip  100.00 

Journal  3,000.00 

Mimeo  25.00 

Annual  Meeting  250.00 

Appropriation  to  Library 500.00  6,125.00 


$1,772.11 

Respectfully  submitted, 
R.  O.  Brown,  m.d. 
Secretary 


MINUTES  OF  MEETING 
HOUSE  OF  DELEGATES 

Friday,  June  5,  1942,  5:00  p.m. 

Mabel  Smyth  Building 

Call:  In  view  of  the  fact  that  the  general  membership 
meetings  scheduled  for  June  6th  and  7th  had  been  called 
off,  and  in  view  of  the  fact  that  all  but  one  of  the  out- 
side island  delegates  who  had  come  to  Honolulu  were 
present,  it  was  agreed  to  hold  the  House  of  Delegates 
meeting  at  this  time,  and  the  President,  Dr.  Craig, 
called  the  meeting  to  order. 

Roll  Call:  The  following  members  were  present: 
President  —A.  L.  Craig 
Secretary — R.  O.  Brown 
Treasurer — Douglas  B.  Bell 

Vice-President:  Fred  K.  Lam,  H.  M.  Patterson,  A.  W. 
Boyden. 

Councillors:  F.  J.  Pinkerton,  Paul  Withington,  L.  G. 

Phillips. 

Delegates : 

Honolulu- — H.  M.  Johnson,  G.  C.  Milnor,  H.  C.  Got- 
shalk, J.  E.  Strode,  N.  M.  Benyas,  H.  T.  Rothwell, 

O.  Lee  Schattenburg. 

Maui — H.  H.  Seiler 
Hawaii — Thomas  Keay 

Reports:  All  reports  from  component  societies  as  to 
membership  and  activities,  as  required,  had  been  re- 
ceived and  placed  on  file 

The  following  reports  were  read  and  voted  to  be  ac- 
cepted and  placed  on  file : 

1.  Reports  of  component  societies — Hawaii  County  (Exhibit 
A),  Honolulu  County  (Exhibit  B),  Kauai  County  (Exhibit 
C),  Maui  County  (Exhibit  D). 

2.  Report  of  the  Council  (Exhibit  E) 

Discussion:  Dr.  Pinkerton  asked  for  a clarification 

in  regard  to  the  ruling,  "but  those  doing  private  prac- 
tice on  a part-time  basis  will  be  required  to  pay  full 
dues.”  Upon  vote  this  was  clarified  to  apply  to  those 
deriving  income  from  the  private  practice  of  medicine 
aside  from  their  salary  for  military  service. 

3.  Report  of  the  Secretary  (Exhibit  F) 

4.  Report  of  the  Treasurer  (Exhibit  G) 

5.  Report  of  Committee?  : 

a.  Cancer  Committee  (Exhibit  H) 

Action:  It  was  voted  to  accept  the  report  and  to  make 
recommendations  to  the  Board  of  Trustees  of  the 
Queen's  Hospital  as  .suggested  in  the  report. 

Action:  It  was  voted  that  the  reports  of  other  commit- 
tees be  publicized  in  the  journal  and  that  the  reading 
of  them  be  dispensed  with  at  this  meeting. 

These  reports  are  included  herein  as  exhibits,  as  follows: 

b.  Psychiatric  Committee  (Exhibit  I) 

Continuation  of  Meeting:  It  was  the  consensus  that 
the  meeting  proceed  with  the  business  before  the  House 
of  Delegates  rather  than  adjourn  as  is  customary  to 
the  next  day. 

Hawaii  Medical  Journal:  The  recommendation  of  the 
Council  that  the  Journal  be  continued  and  that  each 
member  of  the  Association  be  assessed  $2.00  per  year 
as  subscription  to  the  journal  was  discussed. 

Action:  It  was  voted  that  the  recommendation  of 
the  Council  be  accepted. 

Post  Graduate  Program:  It  was  agreed  that  consid- 

eration for  a territorial-wide  post  graduate  program  be 
postponed  for  the  duration. 

Library  Assessment:  The  recommendation  of  the 

Council  that  a sum  not  to  exceed  $500.00  be  made  avail- 
able for  library  purposes,  pending  a report  by  the  Li- 
brary Committee  of  the  Honolulu  County  Medical  So- 
ciety of  its  needs,  and  that  the  library  be  made  avail- 
able to  all  members  of  the  Territorial  Association  was 
discussed. 

A motion  was  offered  that  an  assessment  per  member 
be  levied  to  raise  the  $500.00  recommended  for  library 
purposes. 
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Much  of  tlie  objection  advanced  by  delegates  from  the 
outside  islands  to  such  an  assessment  was  allayed  by 
the  promise  to  supply  each  island  with  a complete  cata- 
logue of  the  books  and  journals  contained  in  the  library, 
and  with  an  Index  Medicus,  starting  with  the  current 
year  at  least,  and  possibly  back  numbers. 

Action:  It  was  voted  that  the  assessment  per  mem- 
ber for  the  year  be  $20.00  instead  of  $15  as  previ- 
ously, this  to  include  subscription  price  to  the 
journal  and  the  free  use  of  the  library  by  mail. 

Action:  It  was  voted  that  $500.00  be  made  available 
to  the  Library  Committee. 

Scientific  Session:  No  agreement  was  reached  as  to 
the  re-scheduling  of  the  scientific  progiam;  it  was  left 
to  the  discretion  of  the  Councillors  in  Honolulu. 

Annual  Meeting  1943:  It  was  agreed  to  defer  consid- 
eration of  this  under  the  emergency  conditions  and  to 
leave  this  to  the  discretion  of  the  Council. 

Election  of  Officers 

President : 

Dr.  Milnor  nominated  Dr.  D.  B.  Bell. 

Dr.  Gotshalk  nominated  Dr.  R.  O.  Brown. 

Dr.  Brown  nominated  Dr.  J.  Palma. 

Dr.  Lam  moved  that  nominations  be  closed.  Sec- 
onded by  Dr.  Benyas. 

Ballots  cast.  Dr.  R.  O.  Brown  elected  President  for 
the  year  1942-1943. 

Secretary: 

Dr.  Brown  nominated  Dr.  D.  B.  Bell. 

Dr.  Patterson  moved  that  nominations  be  closed. 

The  Secretary  was  instructed  to  cast  a unanimous 
ballot  for  Dr.  D.  B.  Bell  for  secretary. 

Treasurer: 

Dr.  Lam  nominated  Dr.  N.  M.  Benyas. 

Dr.  Brown  moved  that  nominations  be  closed.  The 
Secretary  was  instructed  to  cast  a unanimous  bal- 
lot for  Dr.  N.  M.  Bf.nyas  for  Treasurer. 

Councillors: 

Dr.  Benyas  nominated  Dr.  Pinkerton  for  re-election. 

Dr.  Lam  nominated  Dr.  Withington  for  re-election. 

Dr.  Gotshalk  moved,  seconded  by  Dr.  Benyas,  that 
nominations  be  closed  and  that  the  Secretary  cast 
a unanimous  ballot  for  Drs.  F.  J.  Pinkerton  and 
Paul  Withington  to  serve  as  councillors  for 
three  years. 

Adjourned  at  6:45  p.m. 

Respectfully  submitted, 

R.  O.  Brown,  m.d.,  Secretary 


Report  of  the  Hawaii  County  Medical  Society 

(Exhibit  A) 

E.  Tompkins,  m.d. 

Secretary 

The  Hawaii  County  Medical  Society  lias  been  very  active 
during  the  past  fiscal  year  and  has  held  meetings  every 
month  except  March  1942. 

Attendance  at  the  meetings  had  been  good,  but  it  is  very- 
noticeable  that  since  the  outbreak  of  war,  our  attendance 
has  been  much  better.  Many  of  the  men  have  been  pres- 
ent at  the  majority  of  the  meetings  even  though  having 


to  travel  long  distances  and  in  spite  of  blackout  condi- 
tions and  military-  restrictions. 

Scientific  papers  presented  during  the  year  were  as  fol- 
lows : 

1.  Exanthem  Subitum Dr.  T.  Yoshina 

2.  Local  Foods  and  Racial  Dietary  Habits 

Mrs.  Marjorie  Abel 

3.  Recent  Medical  Trends  on  the  Mainland 

Dr.  William  Bergin 

4.  Semi-annual  meeting  at  Kona  Inn,  September  6,  1941.. 

5.  Ollier’s  Disease  Dr.  R.  Eklund 

6.  Bacilli  Coli  Septicemia;  Enchondroma  of  the 

Middle  Finger  (report  of  cases) Dr.  C.  L.  Carter 

7.  Hypofunction  of  the  Ovary Dr.  A.  I.  Shimamura 

In  addition  to  this,  the  series  of  lectures  presented  to 
us  by  Dr.  McKhann,  Dr.  Blankenhorn  and  Dr.  Compere 
were  greatly  appreciated  and  well  attended. 

In  May  1941  the  Society  began  preparations  for  an  emer- 
gency as  occurred  December  7th  and  had  accomplished 
a great  deal  through  the  activity  of  a Preparedness  Com- 
mittee. This  committee  has  functioned  very  actively  and 
has  laid  a great  deal  of  ground  work  for  civilian  medical 
defense.  It  was  recently-  disbanded  with  the  appointment 
of  one  of  our  members  as  medical  defense  director  by  the 
governor. 

In  August  1941  the  question  of  the  control  of  venereal 
disease  was  put  under  study  and  worked  out  with  the 
Army  authorities.  They  were  successful  in  drawing  up 
a procedure  and  set  of  rules  which  have  met  with  the 
approval  of  the  military  authorities  and  have  accom- 
plished a great  deal  in  controlling  and  properly  treating 
all  known  cases  of  infectious  venereal  disease. 

The  Society  was  fortunate  in  having  a Councillor  pres- 
ent in  Honolulu  at  the  time  of  the  December  7 attack, 
and  he  was  fortunate  enough  to  have  the  opportunity 
to  do  a great  deal  of  work  with  Dr.  Moorhead  and 
could  return  to  us  giving  a good  deal  of  Dr.  Moorhead’s 
methods  of  treatment  and  procedures  as  he  saw  carried 
out  at  that  time.  This  was  a great  help  to  the  Society- 
in  knowing  with  what  they  were  faced.  Another  mem- 
ber of  the  Medical  Preparedness  Committee,  at  a later 
date,  visited  Honolulu  with  the  express  purpose  of  get- 
ting data  and  information  as  to  the  best  way  to  prepare 
our  hospitals  for  such  an  emergency.  In  this  way  a 
great  deal  of  knowledge  has  been  obtained  so  that  we 
are  better  able  to  meet  any  emergency  situation  should 
it  arise. 

At  the  present  time  th'e  members  of  the  medical  society- 
are  cooperating  with  the  Board  of  Health  in  forward- 
ing the  mass  immunization,  and  the  program  has  been 
progressing  very  satisfactory. 

Throughout  the  year  the  Society's  association  with  the 
military  medical  corps  has  been  very  congenial  and 
friendly.  A large  number  of  these  men  have  been  at- 
tending the  medical  meetings  in  eve1-  increasing  num- 
bers. x 

Report  of  the  Honolulu  County  Medical  Society 

(Exhibit  B) 

N.  M.  Benyas,  m.d. 

Corresponding  Secretary 

The  past  year  has  been  a very-  active  one.  Up  until 
December  7 many  special  meetings  of  the  general  mem- 
bership as  well  as  the  Board  of  Governors,  were  held, 
mostly  in  connection  with  the  Hawaii  Medical  Service 
Association,  and  the  preparedness  program,  building 
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ii])  the  aid  stations  and  training  the  personnel.  In  this 
latter  program  the  doctors  were  very  active  under  the 
leadership  of  Dr.  Robert  h'aus  and  the  result  of  their 
work  was  demonstrated  to  their  credit  on  December  7. 
Since  the  7th,  Dr.  Arnold  assumed  the  very  difficult 
position  of  liaison  officer  between  the  Military  Gov- 
ernor, the  Army  and  the  civilian  physicians.  The  So- 
ciety has  tried  to  cooperate  to  the  fullest  in  furthering 
the  medical  defense  plans  of  the  O.C.D.  under  his 
guidance. 

Following  the  Blitz,  and  due  to  the  blackout  regula- 
tions and  the  restrictions  on  night  driving,  a change 
in  procedure  has  been  made  necessary  for  the  regular 
meetings  of  the  Society.  Instead  of  the  general  evening 
meetings  on  the  first  Friday  of  every  month  the  Society 
now  meets  weekly  at  9:00  a.m.  on  Thursday  mornings 
in  the  Mabel  Smyth  Building  auditorium.  It  was  found 
desirable  to  have  the  doctors  assemble  at  frequent  in- 
tervals to  keep  informed  of  current  plans  and  proce- 
dures under  the  defense  program,  and  to  enable  them 
to  act  promptly  in  deciding  questions  of  group  policy. 
To  facilitate  this  it  was  agreed  to  combine  the  regular 
Thursday  morning  clinic  of  the  Queen’s  Hospital  with 
the  meetings  of  the  society,  the  society  taking  the  first 
half  hour  for  announcements,  discussion,  and  neces- 
sary action  in  emergency  issues,  and  Dr.  Hirsch  taking 
over  thereafter  for  an  hour  for  clinic  presentation.  This 
has  so  far  worked  out  very  well  and  entirely  to  the 
satisfaction  of  the  medical  society,  with  an  attendance 
of  rarely  less  than  80  persons.  The  well  prepared  clinic 
presentations  have  been  a satisfactory  substitute  for 
the  former  scientific  programs  of  the  society. 

A report  is  given  regularly  at  these  meetings  of  the 
communicable  disease  status  in  the  community.  In  this 
way  the  members  are  on  the  alert  to  any  potential 
dangers  threatening  from  this  source. 

Many  members  have  been  called  to  active  duty  with 
the  Army  and  Navy  and  the  Society  found  it  necessary 
to  consider  the  membership  status  of  these.  A policy 
regarding  dues  and  assessments  was  adopted  there- 
fore, whereby  all  members  in  active  service  are  exempt 
from  the  payment  of  these  for  the  duration  unless  en- 
gaged in  part-time  practice. 

The  Society  has  an  active  Medical  Milk  Commission 
which  meets  regularly  and  which  has  had  to  face  large 
problems  this  year.  The  great  increase  in  population 
demanded  an  increase  in  milking  herds  and  feed,  which 
latter  was  difficult  to  obtain.  This  necessitated  sub- 
stitutes while  the  standards  for  certified  milk  remained 
unchanged.  Defense  work  took  laborers  from  the  farms. 
When  the  blackout  was  instituted  problems  of  sanita- 
tion and  ventilation  arose.  The  commission  gave  assis- 
tance on  these  problems.  Although  the  bacterial  count 
rose  under  some  of  these  difficulties,  it  was  quickly 
brought  under  control.  The  Commission  employs  a full- 
time secretary-laboratory  worker,  assisted  by  a part- 
time  laboratory  worker,  and  a doctor,  part-time,  to 
give  medical  supervision  to  the  dairy  employees. 

The  Board  of  Governors  has  been  very  vigilant  and 
has  exerted  pressure  in  the  violation  of  the  Medical 
Practice  Act  in  an  attempt  to  protect  the  community 
against  unlicensed  physicians. 

Charges  that  insurance  companies  were  directing  de- 
fense workers  and  accident  cases  to  certain  physicians 


gave  rise  to  an  investigation,  the  result  of  which  will 
be  the  apointment  of  a committee  composed  of  defense 
worker  employers,  insurance  companies  and  medical 
men  to  consider  such  problems. 

No  post  graduate  course  is  planned  for  this  year 
for  obvious  reasons.  A report  of  last  year’s  post  gradu- 
ate activities  would  be  redundant,  having  been  reported 
extensively  in  the  Journal. 

The  Society  has  endeavored  wherever  possible  to 
set  itself  up  as  a distribution  center  for  the  convenience 
of  the  doctors.  In  this  manner  gas  masks,  passes,  finger 
printing,  liquor  permits,  gasoline  ration  coupons,  and 
diathermy  permits  have  been  handled. 

Report  of  the  Kauai  County  Medical  Society 

(Exhibit  C) 

I.  Umaki,  M.n. 

Secretary 

The  Kauai  County  Medical  Society  met  on  every 
second  Wednesday  of  the  month  regularly  until  the 
advent  of  the  war.  Following  which  meetings  were 
called  as  often  as  the  occasion  demanded ; regular  meet- 
ings being  held  every  month. 

A program  for  the  presentation  of  scientific  papers 
was  arranged  at  the  beginning  of  the  year  so  that  at 
each  month  meeting  some  member  has  had  a paper  to 
present.  Some  of  these  have  appeared  in  the  Journal. 
We  were  likewise  fortunate  to  have  such  men  as  Drs. 
Compere,  McKhann,  Blankenhorn,  and  Emge  present  a 
series  of  post-graduate  lectures  with  which  all  the  men 
were  much  pleased. 

A revised  constitution  and  by-laws  was  drawn  up 
and  adopted  by  the  society  during  the  past  year. 

As  previously  reported  the  Kauai  Medical  Society 
has  through  the  cooperation  of  all  members  organized 
what  we  believe  to  be  an  efficient  civilian  medical  de- 
fense organization.  Under  the  direction  of  Dr.  V.  A. 
Harl  and  Dr.  S.  R.  Wallis  every  member  has  had  a job 
to  perform  and  has  given  his  time  and  energy  willingly. 

Dr.  Boyden  added  to  the  above  report  that  Kauai 
has  four  civilian  hospitals  ranging  in  bed  capacity  from 
50  to  150.  These  are  not  completed,  but  are  coming  along, 
materials  and  equipment  having  been  ordered.  The  Kauai 
Society  has  lost  17%  of  its  men  to  the  Army  and  Navy. 

Verbal  Report  of  the  Maui  County  Medical  Society 

(Exhibit  D) 

H.  H.  Seiler,  m.  d. 

We  have  lost  25%  of  our  men  to  the  Army  and 
Navy  which  puts  a lot  of  extra  work  on  those  remain- 
ing. Meetings  were  held  regularly.  Dr.  McArthur  is 
in  charge  of  the  medical  preparedness  program  since  Dr. 
Burden  went  into  the  Army.  We  have  established  three 
new  hospitals  completely  from  scratch  at  the  request 
of  the  Army.  The  first  one  opened  three  weeks  ago. 
and  the  second  one  opens  this  week  end. 

Report  of  the  Council 

(Exhibit  E) 

R.  O.  Brown,  m.d. 

The  Council  this  year  held  only  one  meeting  at  which 
the  outside  islands  were  represented.  In  the  interim  the 
routine  business  of  the  Association  was  carried  on  by 
the  Honolulu  members  of  the  Council. 
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The  two  major  activities  this  year  had  to  do  with 
the  Journal  and  the  medical  service  plan  for  plantation 
employees. 

Reports  were  received  from  time  to  time  on  the 
progress  of  the  Journal  and  special  authorization  was 
given  by  the  Council  to  print  a thousand  additional 
copies  of  the  January  (war)  issue  of  the  Journal  be- 
cause of  the  special  nature  of  the  material  it  contained. 
This  authorization  was  given  w’ith  the  understanding 
that  the  additional  copies  would  be  sold  and  pay  for 
themselves. 

When  the  tentative  plan  proposing  to  establish  a 
medical  service  plan  for  plantation  employees  came  to 
the  attention  of  the  Council,  a copy  of  its  provisions  and 
an  analysis  of  these  were  circulated  to  the  county  so- 
cieties and  to  the  individual  members  of  the  Association 
through  the  Journal.  At  the  December  4th  meeting  of 
the  Council,  at  which  councillors  from  the  outside  is- 
lands were  present,  this  plan  was  thoroughly  discussed 
and  it  was  generally  agreed  that  if  a plan  were  to  be 
adopted  for  the  plantations  it  should  be  uniform  through- 
out the  Territory  and  it  should  be  acceptable  to  the 
Territorial  Medical  Association.  It  was  further  recom- 
mended that  the  Association  proceed  to  extend  to  the 
other  counties  a plan  similar  to  the  one  already  in 
operation  in  Honolulu,  known  as  the  Hawaii  Medical 
Service  Association  plan,  and  that  a representative  of 
the  Council  appear  before  the  Managers’  meeting  of 
the  Hawaiian  Sugar  Planters’  Association  in  December. 

A counter  plan  subsequently  was  drawn  up  by  the 
H.M.S.A.  intended  for  territorial-wide  use  and  the 
H.M.S.A.  had  begun  negotiations  with  the  plantation 
physicians  on  this  island  with  the  view  of  building  a 
satisfactory  plan  for  the  plantation  population,  when  the 
Blitz  came.  The  subsequent  occupation  of  both  the 
plantation  physicians  and  others  with  more  acute  prob- 
lems has  prevented  further  progress  along  this  line  to 
date. 

In-  response  to  Dr.  Arnold’s  request  as  Director  of 
the  Medical  Services  of  the  OCD,  for  recommendations 
concerning  food  handlers’  examination  calling  attention 
to  the  inadequacies  of  the  present  examinations,  the 
Council  recommended  that  the  food  handlers’  examina- 
tion be  either  discontinued  completely  or  regulations 
be  set  up  to  insure  an  adequate  examination  which 
should  include  chest  X-ray  and  stool  examinations. 

At  the  meeting  of  December  4,  it  was  proposed  that 
a territorial-wide  post  graduate  policy  be  formulated, 
hut  the  Council  voted  to  defer  the  matter  for  discussion 
at  the  Annual  Meeting  of  the  House  of  Delegates. 

The  matter  of  putting  the  library  of  the  Honolulu 
County  Medical  Society  on  a territorial-wide  basis  by 
the  assessment  levied  against  the  county  societies  at 
the  rate  of  $2.00  per  member  was  discussed  and  action 
deferred  until  the  Annual  Meeting. 

At  the  April  29  meeting  wherein  arrangements  were 
made  for  the  Annual  Meeting,  it  was  voted  that  regis- 
tration fee  of  $5.00  be  charged  to  all  members  attending. 


Report  of  the  Secretary 

(Exhibit  F) 

R.  O.  Brown,  m.d. 

Secretary 

The  total  regular  membership  of  the  Association  is 


272,  a decrease  of  one  over  the  previous  year.  By  coun- 
ties this  membership  is  made  up  as  follows : 


REGULAR 

MEMBERS  IN 

SERVICE 

ASSOCIATE, 
HONORARY  OR 

MEMBERS 

SERVICE  MEM  BERSH  1 

[P  LIFE  MEMBERS 

Hawaii 

41 

1 

Honolulu 

187 

23 

13 

19 

Kauai 

16 

2 

Maui 

28 

”5 



1 

272 

28 

13 

23 

Total  all 

classes — 336 

The 

total  number  of  physicians 

practising  medicine 

in  the  Territory  as  of  June  1st  is  356.  Of  those  eligible, 


314  belong  to  the  Association,  making  88%,  as  compared 
to  82%  last  year. 


Treasurer’s  Report 

Covering  the  Period 
May  1,  1941  - June  1,  1942 
(Exhibit  G) 

D.  B.  Bell,  m.  d. 

Treasurer 


Cash  on  Hand,  May  1,  1941  

Checking  Account  

Savings  Account  ... 

...$628.96 
...  674.71 

..$1,303.67 

Receipts  

Membership  dues  

Registration  fees — annual  meeting 
Journal : 

Advertisements  

Subscriptions  

Cash  sales  

Miscellaneous : 

$3,089.00 

790.00 

..  6,714.94 

1,077.45 

560.00 

360.31 

758.18 

Refund — postage  

80.00 

Disbursements: 

Annual  Meeting  

Journal  

Postage  

Mimeographing  

Salary  

Rental  

582.85 

2,458.20 

150.10 

7.00 

1,800.00 

325.00 

68  90 

$8,018.61 

Furniture  & Fixtures  

Miscellaneous — including  projector  . 

149.65 

1,103.80 

6,645.50 

Balance  June  1,  1942  $1,373.11 


The  above  includes  $225  registration  fees  for  the  1942  meeting. 

Report  of  the  Cancer  Committee 

(Exhibit  H) 

G.  A.  Batten,  m.d.,  chairman 

It  was  reported  by  your  Committee  last  year  that 
the  Chamber  of  Commerce  had  made  $25,000.00  available 
for  the  purchase  of  a deep  x-ray  unit.  It  is  a pleasure  to 
be  able  to  relate  that  a 400,000  K.V.  x-ray  deep  therapy 
machine  has  been  purchased  and  is  now  on  hand  at 
Queen’s  Hospital.  It  has  not  been  installed  because  no 
permanent  facilities  exist  for  housing  it.  It  appears  to 
be  the  present  plan  to  defer  its  installation  until  after 
the  war  when  permanent  quarters  will  be  built  for  the 
x-ray  department. 

The  reason  assigned  for  the  delay  is  that  temporary 
quarters  are  not  available  and  if  available  the  cost  of 
relocating  the  unit  later  on  would  require  an  additional 
expenditure. 

It  appears  to  your  Committee  that  these  obstacles 
should  not  be  permitted  to  stand  in  the  way.  If  necessary 
a small  building  could  be  erected.  The  cost  of  this  and 
the  expense  of  moving  it  to  a permanent  location  after 
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the  war  would  be  negligible  compared  to  the  benefit 
that  would  accrue  to  human  lives  even  over  the  period 
of  one  year,  if  the  war  should  last  no  longer  than 
that. 

It  is  suggested  that  the  urgency  of  the  installation 
of  this  machine  be  stressed  to  the  Board  of  Trustees 
of  the  Queen’s  Hospital  since  there  are  numerous  cases 
in  the  hospitals  who  are  in  need  of  deep  x-ray  therapy 
for  the  treatment  of  cancer. 

During  the  year  addresses  on  cancer  have  been  made 
by  members  of  the  Association  before  first  aid  units, 
N.Y.A.  and  other  training  classes,  and  an  excellent 
film  on  cancer  has  been  shown  to  many  groups  through 
the  efforts  of  the  Hawaii  Health  Education  Council. 

Report  of  the  Psychiatric  Committee 
(Exhibit  I) 

R.  D.  Kepner,  m.d.,  chairman 

This  year’s  Psychiatric  Committee  has  succeeded  in 
getting  established  the  Hawaii  Territorial  Society  for 
Mental  Hygiene,  which  was  Item  VI  of  Dr.  F.  G. 
Ebaugh’s  recommendations  made  at  the  time  of  his  sur- 
vey here  in  1937.  Members  of  the  Medical  Association 
occupy  prominent  places  in  this  Society. 

After  considerable  preliminary  discussion  amongst 
the  membership  of  the  Psychiatric  Committee,  and  some 
correspondence  with  various  persons  and  groups  on  the 
mainland,  the  Committee  met  on  December  4,  1941  to 
discuss  three  items:  (1)  the  creation  of  a Territorial 
Committee  for  Mental  Hygiene;  (2)  the  formulation  of 
a definite  program  for  the  education  of  the  public  in 
psychiatric  matters,  by  a series  of  newspaper  articles  and 
addresses  before  various  civic  groups;  and  (3)  the  ini- 
tiation of  a series  of  scientific  papers  on  the  same  subject 
to  be  presented  before  medical  groups  and  published  in 
the  Hawaii  Medical  Journal.  It  was  decided  at  that 
meeting  to  concentrate  on  the  first  and  let  the  other  two 
go  until  later. 

The  decision  was  transmitted  to  the  Council  of  the 
Hawaii  Territorial  Medical  Association  with  the  fol- 
lowing recommendation:  “We  respectfully  recommend 
to  the  Council  of  the  Territorial  Medical  Association, 
as  a commendable  project,  the  formation  of  a mental 
hygiene  society  for  this  community.  We  recommend 
that  the  Association  lend  its  support  and  assistance  to 
a general  plan  such  as  recommended  by  the  National 
Committee  for  Mental  Hygiene  for  state  societies.” 

Although  the  Council  approved  this  recommenda- 


tion on  December  4,  1941,  the  war  intervened  and  nothing 
further  was  done  about  the  matter  until  February.  Again, 
after  considerable  discussion  amongst  ourselves  and  with 
various  civic  leaders  known  to  be  interested  in  mental 
hygiene,  a meeting  was  arranged  on  April  29,  1942  with 
the  following  persons : Dr.  A.  L.  Dean,  Mrs.  Charles 
F.  Honeywell,  Dr.  W.  Harold  Loper,  Dr.  E.  E.  McNiel, 
Dr.  Frank  Midkiff,  Dr.  S.  D.  Porteus,  and  Miss  Martha 
Wood,  to  learn  whether  it  might  be  wise  to  launch  such 
a society  at  the  present  time.  It  was  the  feeling  of 
most  of  the  persons  attending  that  such  a society  should 
be  formed,  the  more  so  because  of  the  additional  emo- 
tional problems  produced  by  the  war.  However,  it  was 
believed  advisable  to  discuss  the  matter  further  with 
a larger  group  before  coming  to  any  definite  decision 
because  no  one  wanted  to  see  a society  started  if  the 
prospects  of  its  lasting  were  not  too  bright. 

To  that  end,  approximately  eighty  persons  were  in- 
vited to  a meeting  with  the  Psychiatric  Committee  on 
May  20,  1942.  These  persons  included  the  members  of 
the  former  Hawaii  Mental  Health  Committee  and  num- 
erous others  known  to  be  interested  in  the  problem  of 
mental  health.  Approximately  fifty  of  those  invited  at- 
tended. 

At  the  meeting  on  May  20,  1942,  it  was  voted  unan- 
imously by  those  present  to  establish  the  Hawaii  Ter- 
ritorial Society  for  Mental  Hygiene ; to  make  up  its 
present  membership  from  those  present ; and  to  elect 
a working  committee  of  twelve  persons  to  meet  and 
perfect  plans  for  further  organization  and  activities.  This 
working  committee  is  composed  of  the  following : Dr. 

R.  O.  Brown,  Dr.  A.  L.  Dean,  Mr.  O.  F.  Goddard,  Mrs. 
Charles  F.  Honeywell,  Dr.  R.  D.  Kepner,  Dr.  E.  E. 
McNiel,  Dr.  T.  M.  Mossman,  Dr.  F.  J.  Pinkerton,  Dr. 

S.  D.  Porteus,  Mrs.  Katherine  Ranck,  Mr.  O.  W.  Ro- 
binson, Miss  Martha  Wood.  A meeting  of  this  group 
is  planned  for  June  10,  1942.  Invited  to  sit  in  on  the 
discussions  are  Major  Sidney  Posner,  Department  Sur- 
geon’s Office,  Farrington  High  School;  and  Lt.  Comdr. 
W.  E.  Kellum,  Kaneohe  Naval  Air  Station. 

It  is  believed  that  this  Society  will  be  a very  real 
force  for  good  in  the  field  of  mental  hygiene  in  the 
community,  and  it  is  hoped  that  all  the  members  of 
this  Association  will  lend  their  support  to  the  Society. 
In  conclusion,  I wish  to  express  my  sincere  gratitude 
and  appreciation  to  the  other  members  of  the  Psychia- 
tric Committee : Dr.  M.  F.  Chung,  Dr.  R.  B.  Faus,  Dr. 

E.  E.  McNiel,  Dr.  Archie  Orenstein,  Dr.  E.  A.  Stephens, 
Dr.  T.  L.  Taylor;  and  also  to  Dr.  A.  L.  Dean  and  Dr. 

F.  J.  Pinkerton  who  have  been  most  helpful  in  this 
work. 
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Vice  presidents,  status,  71i 
Ollier’s  Disease,  dyschondroplasia,  249 
OPHTHALMIA 

Blast  injuries  affecting  the  . eye,  173 
Epidemic  infectious  conjunctivitis,  11» 

Eye  injuries  in  warfare,  171 
Photography  of  the  eye,  14i 

Strabismus  under  social  security  program,  24, 
ORTHOPEDICS:  see  also  Surgery;  War,  injuries 
— war  surgery,  163 

Dyschondroplasia  (Ollier’s  disease)  249 
Fractures,  comments  by  Strode,  161 
Joint  injuries,  Moorhead  lecture,  143 
Orthopedist  grows  up,  321 
War  wounds  of  extremities  involving  bone,  261 
OVARY 

Dermoid  cyst  of  ovary  complicating  pregnancy,  299 
Mild  abdominal  pain  due  to  ovulation,  232 
OTORHINOLARYNGOLOGY 
Cancer,  esophagus,  332 
Meniere’s  disease,  358 

Paget’s  Disease,  12» 

Pain,  comment  Moorhead  war  wounds,  149 
Pancreas,  Acute  pancreatitis,  305 
PATHOLOGY:  see  Clinical;  Internal  Medicine 
Patterson,  H.  M.,  Ward  rounds  in  a sugar  plantation 
hospital,  240 

Patterson,  W.  B.,  The  need  for  autopsies  in  stillbirths 
and  neonatal  deaths,  301 

PEDIATRICS 

Exanthem  subitum,  (roseola  infantum),  235 
Prematurity,  the  leading  cause  of  infant  deaths  in 
Hawaii,  247 


Phillips,  L.  G. 

Bulletin  is  dead,  long  live  the  Journal,  33i 
Let’s  have  action  now,  185 
Private  practitioners  preferred,  373 
Suggested  plantation  health  plan,  34, 

PHOTOGRAPHY 

— of  the  eye,  14i 

Dermatologic  lesions  vs.  syphilis,  30i 
PHYSIOTHERAPY,  Diathermy  machines,  military 
order  regulating  use  of,  341 
Pinkerton,  F.  J.,  Blood  and  Plasma  bank,  204,  271,  394 
Commerce  in  health,  47i 

Discussion,  Strabismus  under  the  social  security 
program,  28i 

Photography  of  the  eye,  14i 
PLAGUE:  see  Epidemiology 

PLANTATION 

— health  cooperative  plan  (see  Economics,  medical) 
— hospital,  clinical  suggestions,  243 
— news,  41i,  432 
— ward  rounds,  240 

Plants,  Kahili  Flower,  dermatitis  due  to,  1 5i 
PLASMA:  see  Blood 
Pneumococcus  meningitis,  245 

PNEUMONIA 

— mild,  312 

Specific  therapy  of  lobar  pneumonia,  19i 
POISON  GAS:  see  War,  chemical 
Poliomyelitis  in  Hawaii,  lh 
POST  GRADUATE 

— assessment,  53i 

— report  Honolulu  County,  53i,  53« 

— territorial- wide  program,  49i,  53i,  5 22,  57-,  7L,  398 
Althausen,  T.  L.,  5h,  54i 
Blankenhorn,  M.  A.,  53,,  54i 
Compere,  Edward,  49i,  50i,  54i 
McKhann,  C.  F.,  49i,  50,,  5L,  54i 
Moorhead,  John  J.,  572 
Principles  of  traumatic  surgery,  141 
territorial  committee,  49i,  51i,  572 
PREGNANCY:  see  Obstetrics 

Prematurity,  the  leading  cause  of  infant  deaths  in  Ha- 
waii— a plan- for  care  of  premature  infants,  247 
Principles  of  Traumatic  Surgery,  141 
Proceedings:  see  Reports 

PROGRESS  IN  INTERNAL  MEDICINE:  see  Inter- 
nal Medicine 

PSYCHIATRY 

Mental  Health  Clinic,  2 72 
Mental  Health  Society,  223,  401 
Mental  hygiene  in  wartime  Hawaii,  178 
Psychiatric  committee  report,  68i,  401 
Psychosis  with  Huntington’s  chorea,  31i 
Syphilis  and  neurosyphilis  in  Hawaii,  132 
PUBLIC  HEALTH 

— program,  Hawaii  county,  50i,  216,  276,  335,  336 
Blackout  and  health,  375 
Commerce  in  health,  47, 

Communicable  disease  reporting,  61i 
Epidemic  infectious  conjunctivis,  112 
Health  department  services  in  war  emergency,  175 
Mental  health  clinic,  2 72 
Plague,  382 

Strabismus  under  social  security  program,  24, 
Venereal  disease  control,  editorial,  253 
Vitamin  K,  in  maternal  health  conferences,  582 

Random  Notes  of  a Sanatorium  Physician,  355 
Ravdin,  I.  S.,  Commendation  re  December  7,  139 

RECENT  ADVANCES  IN  SURGERY:  see  Surgery 

Regional  Anesthesia,  369 

REPORTS 

County  societies  : 

Hawaii,  49i,  65i,  52-,  215,  276,  335,  399 
Honolulu  51,.  64,.  53-,  219,  278,  337,  399 
Kauai,  49,,  51*  215,  275,  400 
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Maui,  49i,  Sl2,  215,  275,  336,  400 
H.T.M.A. 

Annual  Meeting,  63i,  397  • 

Bulletin  Committee,  70i,  71i,  398 
Cancer  committee,  67i,  401 
Council,  65i,  398,  400 
Hawaii  county,  65i,  399 
Health  Education  committee,  63i,  67i 
Honolulu  County,  64i,  399 
House  of  Delegates,  64i.  7h,  498 
Kauai  County,  400 
Legislative  Committee,  68i 
Mabel  Smyth  Building  committee,  69t,  337 
Maui  County,  400 
Medical  preparedness,  69i 
Milk  commission,  400 
President’s  address,  1941,  63i 
Psychiatric  committee,  68i,  401 
Scientific  Work  Committee,  69i 
Secretary,  67i,  401 
Treasurer,  67i,  401 
Tuberculosis  committee,  69i 
Library  Committee,  225 

OCD  Aid  Station  and  Ambulance  Service,  270 
OCD  Director  Emergency  Medical  and  Ambulance 
Service,  202,  391 
OCD  Nursing  activities,  272 

OCD  Organization  division  emergency  medical  and 
related  services,  269 
OCD  Progress  report,  330 
Workmen’s  Compensation  Committee,  279,  337 
Rheumatic  heart  disease  in  Hawaii,  7x 

Schattenburg,  O.  L.,  Ectopic  pregnancy  in  Ha- 
waii, 15i 

Obstetrics  during  major  disaster,  176 
Seeing  in  the  Blackout,  375 

Seiler,  H.  H.,  Dermoid  cyst  of  the  ovary  complicating 
pregnancy,  299 

Selective  Service,  Fee  schedule,  512,  532 

Shanahan,  W.  M.,  Mental  hygiene  in  wartime  Hawaii, 

178 

SHOCK 

— etiology,  pathogenesis  and  pathology,  317 
— management  of,  Strode,  159 

— and  replacement  therapy  in  traumatic  wounds,  37i 
— without  or  with  hemorrhage  and  burns,  385 
Lectures,  Moorhead,  150 
SKULL  INJURIES:  see  Cranium 
SMALLPOX:  see  Immunization 
Specify  Therapy  of  Lobar  Pneumonia,  19i 
Spine  Injuries,  lecture,  Moorhead,  154 
Stewart,  S.  F.,  Recent  advances  in  surgery : An  ortho- 
pedist grows  up,  321 

Strabismus  under  the  social  security  program,  24i 
Strode,  J.  E.,  Discussion,  Moorhead,  149 

Observations  on  treatment  of  war  wounds,  158 
SULFONAMIDES 
— clinical  use  of,  377 
— determinations,  323 
— in  gonorrhea,  12i 
— local  in  wounds,  38i,  148 
— panel  discussion,  12i 

Cultures  in  the  face  of  sulfa  compounds,  324 
Specific  therapy  of  lobar  pneumonia,  19i 
Sulfanilamide  in  pneumococcus  meningitis,  245 
Sulfathiazole  in  acute  pancreatitis,  305 
SURGERY:  see  also  War,  injuries 
— amputations,  149,  160 
— cranio-cerebral  war  wounds,  1 65 
— debridement,  37i,  141,  148,  150,  159 
— golden  period,  141 
— infected  wounds,  142 
— immobilization  of  wounds,  38i 
— orthopedic,  war,  163 
— pain,  149 


— shock,  317 
— sulfa  drugs,  148,  159 
— sutures,  141,  148,  159 
— ten  commandments,  142 

Observations  on  treatment  of  w'ar  wounds,  158 
Principles  of  traumatic  surgery,  Moorhead,  lectures 
Burns,  147,  150 
Joint  injuries,  143 
Retrospect,  147 
Skull  injuries,  155 
Spine  injuries,  154 
Tendons  and  nerves,  152 
Traumatic  surgery,  141 
Wounds,  145 

Recent  advances  in  surgery: 

An  orthopedist  grows  up,  321 
Management  of  war  bums,  191 
Thoracic  surgery,  332 
Treatment  of  fresh  traumatic  wounds,  37i 
Vitamins  in  relation  to  surgical  practice,  381 
War  wounds  of  extremities  involving  bone,  261 
Surgeon’s  prayer  in  wartime,  157 
Surgical  section,  Honolulu  County  Medical  Society, 
51, 

Surgical  treatment  of  cranio-cerebral  war  wounds,  165 

SUTURE 

— debridement  and  wound,  37x 

— Moorhead  lectures,  141,  148,  159 

Use  of  cotton  as  non-absorbable  suture,  244 

Tendons,  Moorhead  lecture,  152 

TETANUS 

— and  gas  gangrene,  in  war  wounds,  169 
— in  Hawaii,  morbidity  and  mortality  statistics,  170 
Thiamin  for  toxemias  of  pregnancy,  36i 
THORAX 

Chest  injuries,  159 

Pulmonary  abscess,  342 

Blast  injuries  of  the  lung,  162,  163,  189 

Lobar  pneumonia,  specific  therapy  of,  19, 

Lobectomy  for  bronchiectasis,  20i 
Loeffler  syndrome,  361 

Random  notes  of  a sanatorium  physician,  355 
Thoracic  surgery,  332 

Thoracoplasty  in  the  treatment  of  pulmonary  tuber- 
culosis, 72 

Tilden,  I.  L. 

Organization  of  the  Hawaii  Society  of  Clinical  Pa- 
thologists, 199 

Rheumatic  heart  disease  in  Hawaii,  7i 
Tuberculous  myocardial  aneurysm,  with  rupture  and 
sudden  death  from  tamponade,  295 
TRAUMA:  see  Surgery  and  war,  injuries 
Principles  of  traumatic  surgery,  141 
Shock,  317 
TRIAGE,  158 
Trichino-sis,  302 
TUBERCULOSIS 

— committee  report,  69i 
— in  war  and  post-war  period,  298 
— myocardial  aneurysm,  with  rupture  and  sudden 
death  from  tamponade,  295 
Extrapleural  thoracoplasty  in  the  treatment  of  pul- 
monary tuberculosis,  72 
Maui  case  finding  program,  chart,  298 
Random  notes  of  a sanatorium  physician,  355 
Tumors,  intrathoracic,  34i 

TYPHOID:  see  Immunization,  Epidemiology,  Clinical 

TYPHUS,  382 

— vaccine,  36i 

Urology,  Kidney  injuries,  202 

U.  S.  Naval  Hospital,  Pearl  Harbor,  Report  of  Activi- 
ties December  7,  1941,  162 
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Vaccinations  and  vaccine  : see  Immuniza- 
tion: Epidemiology;  Clinical;  Internal  Medicine 
Vatsol,  243 

VENEREAL  DISEASE 

— control,  editorial,  253 

— control  program,  Hawaii  Countv,  503,  2 1 6,  276,  33  5, 
336,  399 

— committee  report,  Hawaii,  276 
Dermatologic  lesions  vs  syphilis,  30i 
Massive  dose  arsenotherapy  of  early  syphilis,  363 
Sulfonamides  in  gonorrhea,  12i 
Syphilis  and  neurosyphilis  in  Hawaii,  1 32 
VITAMIN 

— C,  solution  sodium  ascorbate  for  intravenous  ad- 
ministration, 36i 
— H,  eg'g  white  for  cancer,  36i 
— K,  used  in  maternal  health  conferences,  582 
— in  relation  to  surgical  practice,  381 
Von  Asch,  G.,  Ether  per  rectum  in  the  treatment  of 
status  asthmaticus,  304 

Wallis,  S.  R.,  Massive  dose  arsenotherapy  of  early 
syphilis,  363 

What  to  do  about  poison  gas,  179 

WAR 

— came  to  Hawaii,  139 

— issue,  Hawaii  Medical  Journal,  vol.  1,  3,  Janu- 
ary 1942. 

Letter,  Commandant  14th  Naval  District,  203 
Letter  National  OCD,  201 

Memo  Headquarters  Hawaiian  Department,  202 
Ravdin,  commendation,  139 
Resolution  House  of  Representatives,  472 
Surgeon's  prayer  in  wartime,  157 

Chemical  warfare 

Chart,  chemical  warfare  agents,  180 
War  gases,  199 

What  to  do  about  poison  gas,  179 
Diseases  and  Injuries:  see  also  Wounds;  Surgery; 
T rauma. 

Amputations,  149,  160 

Blackout  and  health,  375 

Blast  injuries  of  the  lungs,  162,  163,  189 

Blast  injuries  affecting  the  eye,  173 

Burns,  150 

Burns,  flash,  162,  163 

Burns,  management  of  war  burns,  191 

Burn  teams,  192 

Eclampsia  precipitated  by  emotional  shock,  174 

Eye  injuries  in  warfare,  171 

Fractures,  161 

Gas  gangrene,  148,  161 

Gas  gangrene  and  tetanus,  their  prevention  and 
management  in  war  wounds,  1 69 

Injuries: 

— abdominal,  160 

— chest,  159 

— skull,  281 
Medical  services: 

Aid  stations  and  ambulance  service,  4 72,  207,  270 
Blood  and  plasma  bank,  45i,  552,  204,  211.  271,  394 
(see  also  Blood  and  Clinical) 

Blood  bank  building,  341 

Blood  plasma  preparation  and  administration 
— a manual  for  technologists,  207 
Civilian  hospital  control,  military  order,  331 
Drug  shortages,  582 
Emergency  hospitals,  270 
First  aid,  37i 

Health  department  services  in  war  emergency, 
175 

Hospital  facilities  for  Oahu,  392 


Let's  have  action  now  (hospital  bed  shortage), 
185 

Mass  immunization  (smallpox,  typhoid),  5 2j 
Medical  unpreparedness,  186,  254 
Medical  supplies,  327 
Nurses  are  scarce,  254 
Nursing  activities,  OCD,  272 
Organization  division  emergency  medical  and 
related  services,  269 

Physician  assignments  to  hospitals  during 
emergency,  210 
Plague,  45! 

Prehabilitation,  53! 

Private  practitioners  preferred,  373 
Regulation  of  diathermy  machines,  military 
order,  341 
Reports  : 

Counties,  Emergency  Medical  Service,  43i 
211 

Emergency  Medical  and  ambulance  service, 
47o,  202,  391 

Honolulu  County  Society,  532 
Kauai  County  Society,  512 
OCD  Progress  report,  330 
Selective  service,  fee  schedule,  512,  532 
Shortage  hospital  beds,  552,  185 
Vaccination,  wholesale,  314 

Moorhead,  J.  J.,  Principles  of  traumatic  sur- 
gery, 141 

Naval  Hospital,  Pearl  Harbor,  report  of  activi- 
ties, December  7,  162 
Nutrition  and  food  supply: 

Food  news  in  Hawaii,  328 
Obstetrics  during  major  disaster,  a plan,  176 
Psychologic  and  psychiatric  aspects:  see  also  Psy- 
chiatry 

Mental  health  clinic,  2 72 

Mental  hygiene  in  wartime  Hawaii,  178 

Retrospect,  147 

confusion,  war  surgery,  cleansing,  de- 
bridement, sulfa  drugs,  suture,  dress- 
ings, gas  gangrene,  amputation,  blood 
plasma,  pain 

Shock,  without  or  with  hemorrhage,  and  burns, 
385 

Tuberculosis  in  war  and  post-war  period,  298 

Wounds: 

Immobilization  of  wounds,  38i 
Infected  wounds,  142 

Observation  on  treatment  of  war  wounds,  158 
Surgical  treatment  of  cranio-cerebral  war 
wounds,  1 65 

Treatment  of  fresh  traumatic  wounds,  37i 
War  wounds  of  extremities,  involving  bone,  261 
Ward  Rounds  in  a Sugar  Plantation  Hospital,  240 
Wilbar,  C.  L.,  Jr.,  Prematurity,  the  leading  cause  of 
infant  deaths  in  Hawaii,  247 
Withington,  P.,  President’s  address,  51st  annual  meet- 
ing, 63i 

WORKMEN’S  COMPENSATION:  see  Economics 
WOUNDS:  see  War,  injuries;  Trauma;  Surgery 
— cardiac,  332 
— debridement,  37i 
—gas  gangrene,  148,  161,  169 
— immobilization,  39t 
— lecture,  Moorhead,  145 
— pain,  149 

— sulfonamide  therapy,  local,  38i 
— tetanus,  1 69 
— traumatic,  37i 

Yoshina,  T.,  Exanthem  subifum  (roseola  infan- 
tum), 235 
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IS  THIS  THE 

TRANSFUSION  PICTURE 
IN  YOUR  HOSPITAL 


With  a mental  picture  of  such  a major 
procedure  before  him,  small  wonder 
that  many  a doctor  orders  transfusion 
only  as  a last  resort.  The  cost  is  high. 
Danger  of  contamination  is  great. 
"Maybe  the  patient  can  get  by  with- 
out it.” 


The  transfusion  of  whole  blood  or  plasma 
CAN  be  a simple,  inexpensive, 
safe  procedure  through  the  use  of  the 
CUTTER  SEDIFLASK 

It  affords  a completely  closed  system  which  one 
operator  can  handle  — and,  with  the  addition  of 
a cot,  any  room  in  the  hospital  becomes  the  donor 
room.  The  blood,  sucked  into  the  flask  by  vacuum, 
can  be  given  immediately,  stored  as  whole  blood, 
or  allowed  to  settle  and  a maximum  yield  of 
plasma  aspirated  off  for  future  use  without  resort 
to  centrifugation. 

Why  not  see  that  Cutter  Sediflasks  are  made 
standard  equipment  in  your  hospital,  so  that 
whole  blood  or  plasma  may  be  ordered  whenever 
there  is  any  indication  for  their  use,  rather  than 
just  in  those  cases  which  are  in  dire  need? 


CUTTER  LABORATORIES  • BERKELEY  • CHICAGO  • NEW  YORK 


e*Posur^ertjQ3e  doubles 

dose  toZma ? ^ of  thJT  ^ ia 
l0^xp°si^the^  7d  hold  be»orkt0° 

mse  Vestoth»rl  ,rkstoo 

^rcutsldan^  ousiu/ectdouhl^skof 
vit<  ’ ^asions  »nj  tectlOQs.  (t>)  nt, 
mh  s,renu0|io  " and^oor]aJ:)0ther 


. oBf"n  s»  ».-rt  s„;„tr  °ns  “<«2rwo4« 

ft-a.  oCT**™0*  ^o°”sUut 

, ■£ "C^V'^-o  5J? ^2»*Se*  -SSrSi^- 

ybaS>  just  send  Vn  'P°undw  c SuPpW  bv^u  1 ,nfec- 

70ur^>  .ot^  w iK» 

1 ^oratories  m ^Ple  t 


fi«l 


'“Mil  iij 

o,.,, 


in 

nT  . tufce 
^'cagoJii. 


^enf 


n**fc  i»fo,  .itoi 


#*CG.  U.S.  PAT.  Off. 


TRADITION 

The  strict  codes  of  manufacturing  excellence  and  ethical  promotion 
which  characterize  Wyeth  policy  have  been  dictated  by  a deeply-rooted 
sense  of  responsibility  to  the  art  of  medicine.  They  yield  the  secret  of 
continuous  and  reliable  service  during  eighty-two  years. 

These  self-imposed  standards  have  even  a greater  significance  than 
merely  to  supply  reason  for  endurance  and  the  successful  fulfillment 
of  past  obligations  . . . they  are  the  necessary  stabilizing  influences 
in  the  progressive  program  of  today,  dedicated  as  it  is  to  scientific 
research  and  therapeutic  advance.  They  represent  experience  and 
dependability.  They  are  the  traditions  of  Wyeth. 


The  New  York  Academy  of  Medicine 

This  book  must  not  be  retained  for 

LONGER  THAN  ONE  WEEK  AFTER  THE  LAST 
DATE  ON  THE  SLIP  UNLESS  PERMISSION  FOR  ITS 
RENEWAL  BE  OBTAINED  FROM  THE  LIBRARY. 
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